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epilepsy 
PREREQUISITE FOR EMOTIONAL ADJUSTMENT: THERAPY 


“The most effective form of psychotherapy is to demonstrate to the patient that his 
seizures can be adequately controlled by the use of anticonvulsant medication.” 


REQUISITE FOR THERAPY: 
THE PARKE-DAVIS FAMILY OF ANTICONVULSANTS 
effective anticonvulsants for most clinical needs 


bibliography: (1) Carter, S. M.: M. Clin. North America: $15 (March) 1953. (2) Chao, D. H.: Ibid., p. 465. (3) Good- 
man, L. S., & Gilman, A.: The Pharmacological Basis of Therapeutics, ed. 2, New York, MacMillan Company, 1955, 
p. 187. (4) Davidson, D. T., Jr., in Conn, H. E: Current*Therapy 1958, Philadelphia, W. B. Saunders Company, 
1958, p. 568. (5) Zimmerman, F. T.: New York J. Med. 55:2338, 1955. (6) French, E. G.; Rey-Bellet, J., & Lennox, 
W. G.: New England J. Med. 258:892 (May 1) 1958. 
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FOR CONTROL OF GRAND MAL 
AND PSYCHOMOTOR SEIZURES 


DILANTIW kapseats: 


“..+DILANTIN Sodium is the most useful nonsed- 
ative anticonvulsant.”2 

“Coincident with the decrease in seizures there 
occurs improvement in intellectual performance. 
Salutary effects of the drug on personality, mem- 
ory, mood, cooperativeness, emotional : stability, 
amenability to discipline . . . are also observed, 
sometimes independently of seizure control.”3 
The drug of choice for control of grand mal and 
of psychomotor seizures, DILANTIN Sodium (di- 
phenylhydantoin sodium, Parke-Davis) is supplied 
in many forms including Kapseals of 0.03 Gm. and 
of 0.1 Gm., in bottles of 100 and 1,000. 


PHELANTIN karseats 


“When it has been demonstrated that the com- 
bination of Dilantin and phenobarbital is helpful 
in a patient and that these drugs are well tolerated, 
the use of a combination capsule, PHELANTIN, is 
often a great morale builder because it enables 
the physician to reduce the total number of pills 
or capsules the patient is required to take. It is a 
cheaper form of prescription and it also prevents 
the patient from manipulating the dosage of his 
drugs.”4 

PHELANTIN Kapseals (Dilantin 100 mg., phenobarbital 


30 mg., desoxyephedrine 2.5 mg.), bottles 
of 109. 


FOR THE PETIT 


After five years of study, using MILONTIN in a 
series of 200 patients with petit mal epilepsy, one rw 
investigator reports: “Results confirm our previ- - 
ously published data on a smaller number of cases 

and show that MILONTIN is an effective agent for 

the treatment of petit mal epilepsy . . . relatively 

free from untoward side effects.”5 

MILONTIN Kapseals (phensuximide, Parke-Davis) 

0.5 Gm., bottles of 100 and 1,000. Suspension, 250 mg. 

per 4 cc., 16-ounce bottles. 


CELONTIN kapseats 


In a recent study, 76 patients were treated with 
CELONTIN for periods up to two years. Included 
in this group were 34 patients with psychomotor 
seizures, 29 with petit mal, and 13 with other 
types. Forty per cent had marked benefit with 
CELONTIN (less than half their previous number 
of seizures), and all but 35 per cent experienced 
some degree of improvement. Marked benefit was 
obtained in 55 per cent of patients with petit mal 
and in 33 per cent of those having psychomotor 
seizures.® 
CELONTIN Kapseals (methsuximide, Parke-Davis) 
0.3 Gm., bottles of 100. 


PARKE, DAVIS & COMPANY 
32, micnican P) 
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DEXAMETHASONE 


treats. more patients. more ‘effectively... 


45 arthritic patients 
were refractory 


to other corticosteroids* 


22 were successfully 
treated with Decadron” 


1. Boland, E. W., and Headley, N. E.: Paper read before the 
Am. Rheum. Assoc., San Francisco, Calif., June 21, 1958. 
2. Bunim, J. J., et al.: Paper read before the Am. Rheum. Assoc., 
San Francisco, Calif., June 21, 1958. 
*Cortisone, pred ‘and prednisol 
_ DECADRON is a trademark of Merck & Co.. Inc. 
Additional information on DECADRON is available to physicians on request. 


Sharp & Dohme 


DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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NEW UNEXCELLED TASTE 


*Raldrate 


SYRUP OF CHLORAL HYDRATE 


NEW RALDRATE NOW SOLVES THE PROBLEM 
OF TASTE RESISTANCE TO CHLORAL-HYDRATE 


10 Grains (U.S.P. Dose) of palatable lime flavored 


chloral-hydrate syrup in each teaspoonful 


RAPID SEDATION WITHOUT HANGOVER 


JONES and VAUGHAN, INC. richmonp 26, va. 
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Chief av ong the.drawbacks to aspirin usage is. the gastric mucosa and imbédded between 
gastric intolerante: This Fanges from mild upset rugae. Reactions varying from mild hyperemia 
and “heartburn” t0 severe hemorrhagic gas- _ to erosive gastritis have been reported to occur 
tritis.’ °° Studies performed in conjunction with in the a-eas immediately surrounding these 
gastrectomy am@ gastroscopy? have shown adherent particles.+#* This is reported to be 
insoluble aspirin particlés firmly adherent to — particularly true in patients with peptic ulcer. ~ 


CALURIN is the-freely soluble, stable calcium aspirin complex. Its 
high solubility forestalls gastric irritation or damage 


Regular aspirin crystals 24 hours SS Calurin crystals in solution ‘one min- 
after being-mixed:intc water. ute after being mixed into water. 


Wed 
ve 
: 


1 one min- 
o ‘water. 


Particle-induced ulceration — section through tellion 
found in gastrectomy specimen. An aspirin particle was 
found firmly imbedded in this undermined erosion. Such 
lesions may be associated with the relative insolubility 
of aspirin, which remains in particulate form after 
dispersion in gastric contents. 


— CALURIN | 


Calurin, beng | is for 
absorption into the systemic circulation. Salicylate 
blood levels in 12 subjects receiving both Calurin and 
plain aspirin were found to rise more than twice as high 
within ten minutes following Calurin. Also, these levels 
persisted higher for at least two hours."! 


CALURIN is the aspirin of choice, especially 
when high-dosage, long-term therapy is indicated: 


1 High solubility forestalls gastric irritation or damage. This advantage is of 
special importance in arthritis and other conditions requiring high-dosage, 


long-term therapy. 


2 Produces high salicylate blood levels rapidly for prompt analgesic, anti- 


pyretic, anti-arthritic effect. 


3 Sodium-free —for safer long-term therapy. 


4 Flavored: can be chewed or dissolved in the mouth without water if desired 
—an advantage for patients requiring aspirin administration during the 


night and for pediatric patients. 


Dosage: Each tablet of Calurin is equivalent to 300 mg. (5 gr.) 
of acetylsalicylic acid. For relief of pain and fever in adult 


patients, the usual dose of Calurin is 1 to 3 tablets every 4 


hours, as needed; in arthritic states, 2 or 3 tablets 3 or 4 times 


daily; in rheumatic fever, 3 to 5 tablets 4 or 5 times daily. 
For children over 6 years, the usual dose is 1 tablet every 
4 hours; for children 3 to 6 years, ¥2 tablet every 4 hours, as 
required. Not recommended for children under 3. 


REFERERCE® 1. Waterson, A. P.: Aspirin and gastric haemorrhage, Brit. M. J. 2:1531, 1955. 2. Douthwaite, A. H., and Lintott, G. A. M.: Gastroscopic 
observation of the effect of aspirin and certain other substances on the stomach, Lancet 2:1222, 1938. 3. Editorial Comments: The effect of 
acetylsalicylic acid (aspirin) on the gastric mucosa, Canad. M. A. J. 80:47, 1959. 4. Muir, A., and Cossar, |. A.: Aspirin and ulcer, Brit. M. J. 2:7, 1955. 
5. Muir, A., and Cossar, |. A.: Aspirin and gastric haemorrhage, Lancet 1:539, 1959. 6. Schneider, E. M.: Aspirin as a gastric irritant, Gastroenterology 
33:616, 1957. 7. Bayles, T. B., and Tenckhoff, H.: Salicylate therapy in rheumatic diseases, Scientific Exhibit, Ann. Mtg. A. M. A., San Francisco, 
Calif., June, 1958. 8. Batterman, R. C.: Comparison of buffered and unbuffered acetylsalicylic acid, New Eng. J. M. 258:213, 1958. 9. Cronk, G. A.s 
Laboratory and clinical studies with buffered and nonbuffered acetylsalicylic acid, New Eng. J. M. 258:219, 1958. 10. Editorial: Aspirin plain and 
buffered, Brit. M. J. 1:349, 1959. 11. Smith, P. K.: Plasma concentration of salicylate after the administration of acetylsalicylic acid or calcium 
acetylsalicylate to human subjects, Report submitted to Smith-Dorsey from Dept. of Pharmacology, Geo. Washington Univ. School of Medicine, 


Washington, D. C., Sept. 5, 1958. 


SMITH-DORSEY « a division of The Wander Company + Lincoln, Nebraska 


— 


j 
: 
yer 
STABLE SOLUBLE’ CALCIUM-ACETYLSALICYLATE-CARBAMIDE 
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Supplied: Compocillin-VK Filmtabs, 
125 mg. (200,000 units), bottles of 
e 50 and 100; 250 mg. (400,000 units), 


bottles of 25 and 100. Compocillin- 
VK Granules for Oral Solution come 


® in 40-cc. and 80-cc. bottles. When 
\ ie VK reconstituted, each 5-cc. teaspoonful 
| represents 125 mg. (200,000 
units) of potassium penicillin V. ‘mm 


Potassium Penicillin V @ FULMTAG — FILM -SEALED TABLETS, ABBOTT. U.S. PAT. NO. 2881085 


in tiny, easy-to-swallow Filmtabs* in tasty, cherry-flavored Oral Solution 
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Patient M.S., 81, at the time of 
the first visit was in severe pain 
and very uncomfortable. Complained 
of swelling of wrists, legs and var- 
ious joints; pain and stiffness in 
cervical area and lower spine; pain, 


swelling and limited motion in the 
fingers; slight ulnar deviation of 
the hand. M.S. demonstrates posi- 
tion necessary to put on his hat 
(motion was so restricted that he 
could not comb his hair). 


Ga 


(dexamethasone CIBA) 


e potent, effective corticosteroid 
e profound anti-inflammatory activity 
e minimal side effects 


From the files of a practicing 
physician. Photographs used with 
permission of the patient. 


SUPPLIED: GAMMACORTEN Tablets, 
0.75 mg. (pink, scored). 


C 


SUMMIT, N. J. 


VoLuME 86, Aucust, 1959 


Treatment and Result: After 36 hours 
of GAMMACORTEN therapy, M.S. had 
"complete relief." Joint swelling 
had decreased, pain was almost ab— 
sent, range of motion had increased 
dramatically. At the end of the 
first week of GAMMACORTEN he was 
free of discomfort and able to 
return to his jobas a porter. M.S. 
could put on his hat normally, 
could comb hair; joint function 
near-normal after first week. 
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COVER THE 


SUMMER FRONT. 
WITH THREE 


HIGHLY EFFECTIVE 
CORTICOSTEROID 


TOPICALS 


| 


INFLAMMATORY AND ALLERGIC SKIN CONDITIONS 


Triamcinolone Acetonide 0.1% 
TUBES OF 6 GM. AND 15 GM. 


Aristocort 


Triamcinolone Acetonide 0.1% 
TUBES OF 5 GM. AND 15 GM. 


INFLAMMATORY, ALLERGIC, INFECTIVE EYE AND EAR CONDITIONS 


Neo-Aristocort 


Neomycin-Triamcinolone Acetonide 0.1% 


TUBES OF % OZ. EYE-EAR OINTMENT 


Each...sparingly applied...offers the unique efficacy of ARISTOCORT 
in topical situations...with 10-fold the potency of hydrocortisone topi- 
cally yet without the hazards associated with systemic absorption 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, New York 


| 


forget, Doctor. — 
“to Toke soma of Your own medioune! 


On vacation — at the beach — on the golf course — or garden- 
ing in your own back yard, sunburn, insect bites, cuts and 
abrasions are all part of the summer picture. 


A handy tube of Xylocaine Ointment means prompt relief of 
pain, itching and burning for your patients. After you’ve seen 
to your patients’ comfort, remember that tube of Xylecaine 
Ointment for yourself. 


Just write “Xylocaine Ointment” on your Rx blank or letter- 
head, and we will send a supply for you and your family. 


ae Astra Pharmaceutical Products, Inc., Worcester 6, Mass., U.S.A. 


xXYLOCAIN E’ OINTMENT 


(brand of lidocaine*) 


2.5% & 5% 
SURFACE ANESTHETIC 


*U.S. Pat. No. 2,441,498 Made in U.S.A. 
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WHEN THE BABY HAS COLIC “...AND 


S 


WITH THE OUTRAGED VIGOR OF A 
WOUNDED TIGER AND PUNCTUATES 
HIS SHRIEKS WITH FLATUS...”* 


Methyl! Scopolamine OP 


FOR THE TREATMENT OF INFANT COLIC 


Easy Administration: Just one or two drops of 
Skopy! under the tongue, 20-30 minutes before 
each feeding — or 3 drops for an acute attack 
of colic. 

Fast Action: The rapid absorption of Skopy/ 
into the blood stream via the oral or sublingual 
route often gives immediate and dramatic re- 
lief of acute abdominal pain characteristic of 
infant colic. 

Action and Safety: The main effect of Skopyl 
is peripheral. It has a particularly depressant 
effect on the tonus and motility of smooth mus- 
culature of the gastrointestinal tract. Because 
of Skopyl's high degree of selective action and 
favorable therapeutic index, the recommended 
small volume dose can generally be given with 


a minimum incidence of side effects. 
"Editorial: New England J. Med. 260:246 (Jan. 29) 1959 


Precautions: Fluid balance should be restored in dehydrated infants or those with oliguria before beginning treatment with Skopyl. 


Indications: Colic (paroxysmal fussing, infantile dyspepsia, irritable crying), infant fantil 
Available: 5 cc. dropper bottle. One drop=0.6 mg.; 40 drops=1 cc. Ph ja t 


VoL_uME 86, AucusT, 1959 


ig. diarrhea, pyloric spasm. 
b ries, Inc., 501 Fifth Avenue, New York 17, N.Y. 


= 
oil 
3 
? d 2 
a | 
- 
3 
ig 
= 
& 
‘ 
NTHLY 


New areas of therapy 


NIAMID is clindtally effective in a broad range of 
depressive states, including: .involutiona: melan- 
cholia, senile depression, postpartum depression, 
reactive depression, the depressive stage of manic- 
depressive disease, and schizophrenic depressive 


reaction. 


A wide variety of psychoneurotic depressions seen 
in general practice also respond effectively to 
NIAMID. Depression associated with the menopause 
and with postoperative states, and depression ac- 
companying chronic or incurable diseases such as 
gastrointestinal and cardiovascular disorders, ar- 
thritis, and inoperable cancer, can now be treated 
successfully with NIAMID. 


NIAMDD is also strikingly effective for many com- 
plaints, mild or severe, vague or well defined, when 
due to masked depression rather than to organic 
disease. This masked depression may take the form 
of guilt feelings, crying spells or sadness, difficulty 
in concentration, loss of energy or drive. insomnia, 
emotional fatigue, feelings of hopelessness or help- 
lessness, loss of interest in normal activity, listless- 
ness, apprehension or agitation, and loss of appetite 
and weight. 


e tronquilizers have had some measure of 

a \cness In many of these areas, NIAMID now 

vivcs the practicing physician a new, safe drug for 

ne specific treatment of depression without the 
k of increasing the depressive symptoms. 


safety 


The outstanding safety of NIAMID in extensive 
_ Clinical trials eliminates the hepatotoxic reactions 

ved with the first of the monoamine oxidase 
bitors. Theseunaetions have not been seen with 


Lifts the 
burden of 
depression... 
opens the way 
for a sunnier 
outiook 


_ Acute and chronie toxicity studies show this dis- 

_ tinctive freedom from toxicity, Moreover, during 

the extensive clinical trials of NiaMID by a large 

nuraber of investigators, not only has no liver dam- 

age been reported, but only in a very few isolated 
_ instances have hypotensive effects been seen. 


ence of toxicity may be the result of the 
rhoxamide group in the NiAMID molecule. 
cture May explain why NIAMID is excreted 
in the urine, with only insignifi- 
cant quantities of potentially free hydrazine being 
formed. Previously, where a monoamine oxidase 
inhibitor had been associated with hepatic toxicity, 
there was some evidence that substantial quantitic ; 
of free hydrazine were formed in the body. 


kground of NIAMID 


_ A major advance in the treatment of menta! de- 
pression came with a mewer understanding of the 
influence of brain serotonin and norepinephrine on 
the mood. Levels of both these neuro-hormones are 
decreased in animals under experimental condi- 
tion. analogous to depression; relief of these model 
depressions is se@n with a rise in the levels of both 
serotonin and norepinephrine. 


A second advance came with the development of 
monoamine oxidase inhibitors, substances which 
raise the cerebral level of both serotonin and nor- 
epinephrine. The first of the amine oxidase inhibi- 
tors raised the cerebral level of serotonin, but did 
not appear to raise that of norepinephrine levels 
proportionately. 


Science for the world’s well-being ™ 
PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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ttention at Pfizer Research was then directed to 
= ; a _ a new drug that would overeome this disadvantage, 
range of 


; _NIAMID significantly raises the cerebral level of 
both serotonin and norepinephrine under experi- 
spression, mental conditions. 

of manic- The dramatic discovery of NIAMID now makes 
lepressive 


available an extremely effective, safe antidepres- 
sant for the successful treatment of a full range 
ions seen depressive states, 
3 such as ; = ~ Side effects are most often minor and mild mani- 
ders, ar- festations of central nervous system stimulation, 
e treated ag co 4 a modifiable by reduction im dosage: these may take 
: the form of restlessnesg, insomnia, headache, weak- 
ness, vertigo, dry mouth, and perspiration. Care 
any com- hould be taken when NIAMID is used with chloro- 
ed, when ES thiazide compounds, since hypotensive effects have 
D organic veen noted in some patients receiving combined 
the form therapy--even though hypotension has rarely been 


noted with NIAMWD alone, There has been no evi- 
insomnia, j dence of liver damage in patients on NIAM@D: how- 
or help- ever, in patients who have any history of liver 
, listless- disease, the possibility of hepatic reactions should. 
f appetite 


kept in mind. 
masure of 
now 


Josage and Administration 
drug for 


Start with 75 mg. daily im single or divided doses, 

thout the te After a week or more, revise the daily dosage up- 

ms. ward or downward. depending upon the response 
4 : and tolerance,in stepe of One or one-half 25 m 

tablet. Once satisfactory response has been attained, 

the dosage of NIAMID may be reduced gradually to 


xtensi t 
reactions The therapeutic action of NIAMID is gradual, not 
» oxidase — oe immediate. Many patients fespond within a few 


day}, others satisfactorily im 7 to 14 days. Some 

atients, particularly chrunically depressed or re- 
gressed psychotics, may need substantially higher 
dosages (as much as 200 mg. daily has been used) 
and prolonged administration before responses are 
ieved, 


pply 


{1D is available in: 25 mg., pink, scored tableta 
in bottles of 100; and 100 mg,, orange, scored tablets 
in bottles of 100, 


References 


omplete bibliography and Professional Informa- 
ion Booklet are available on nequest. 
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A NEW USE 
FOR VESPRIN 


FROM 
ANXIETY 
AND TENSION 
TO: EMOTIONAL 
STABILITY 


VESPRIN made the difference 


SQUIBB TRIFLUPROMAZINE HYDROCHLORIDE 


in anxiety and tension states / psychomotor agitation / 
phobic reactions / obsessive reactions / senile agitation 
/ agitated depression / emotional stress associated with a 
wide variety of physical conditions 


In the patient with anxiety and tension symptoms — Vesprin calms him down without slowing him 
up...and does not interfere with his working capacity. Vesprin permits tranquilization without 
oversedation, lethargy, apathy or loss of mental clarity.‘ 

And Vesprin exhibits an improved therapeutic ratio — enhanced efficacy with a low incidence of 
side effects; no reported hypotension, extrapyramidal symptoms, blood dyscrasia or jaundice in 
patients treated for anxiety and tension.'** 

dosage: for “round-the-clock” control — 10 mg. to 25 mg., b.i.d.; for “once-a-day” use — 25 mg. 
once a day, appropriately scheduled, for therapy or prevention. supply: Oral Tablets, 10, 25 and 
50 mg., press-coated, bottles of 50 and 500;Emulsion (Vesprin Base) — 30 cc. dropper bottles 
and 120 cc. bottles (10 mg./cc.). references: 1. Stone, H.H.: Monographs on Therapy 3:1 
(May) 1958. 2. Reeves, J.E. Postgrad. Med. 24:687 (Dec.) 1958. 3. Burstein, F.: Clinical 
Research Notes 2:3, 1959. 4. Kris, E.: Clinical Research Notes 2:1, 1959. ‘veserin® is » Squibt trademark 
Vesprin—the tranquilizer that fills a need in every major area of medical 
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tense 
and 
Nervous 
patient 


relief comes fast and comfortably 


—does not produce autonomic side reactions 
—does not impair mental efficiency, motor 
control, or normal behavior. 


Usual Dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar- 
coated tablets or as MEPROTABS* —400 mg. 
unmarked, coated tablets. 


Miltown 


meprobamate (Wallace) 


Wy) WALLACE LABORATORIES / New Brunswick, N. J. 
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A survey of 1000 women revealed that psychic and psychosomatic factors 
are responsible for most symptoms of premenstrual tension. 

In a one-year placebo-controlled study,’ Miltown 

a relieved both emotional and physical symptoms in 78% of 42 patients. 
w was found “an [excellent] drug for repeated use, as in premenstrual 


tension.” 


Miltown causes no adverse effects on circulatory system, G.I. tract, 
respiration, mental faculties, motor control or normal behavior. 


Available in 400 mg. scored and 200 mg. sugar-coated tablets. Also available as MEPROSPAN* 
(200 mg. meprobamate continuous release capsules). 


1. Pennington, V. M.: Meprobamate M 4 lt ® 
(Miltown) in premenstrual tension. O VW 
J.A.M.A. 164:638, June 8, 1957. 

meprobamate (Wallace) 


Qi) WALLACE LABORATORIES, New Brunswick, N. J. ‘antici 
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Triple antihistamines combined to prayided 
effectiveness with diminished 


TRISTAMINE is a unique combination of three 
antihistaminic agents, designed to afford high-level 
antihistaminic activity with a minimum of unde- 
sirable side-effects. The enhanced effectiveness 
achieved by the combination affords welcome relief 
from the discomfort of hay fever, seasonal and 
non-seasonal rhinitis, allergic dermatitis, urticaria 
and other conditions for which the contained anti- 
histamines are clinically useful, while sedation and 
other side-effects commonly encountered with anti- 
histamine therapy are minimized by 
the use of lower doses of the individual 
drugs. 


Tristamine is supplied in two 
convenient dosage forms—Tris- 
tamine Sustained Release Cap- 
sules, affording relief for. periods 
up to ten hours, and Tristamine 
Elixir, a sugar free sorbitol type 
‘syrup’ that will appeal to chil- 
dren and adults who prefer liquid 
medication. 


CAUTION: 


Federal law prohibits dispensing 
without prescription. 


PACKAGING: 
Sustained Release Capsules, 
60 mg., Bottles of 30, 100 
and 1000. 


Contained i op Liquid, 10 mg./5 cc., Bottles 
of one pint and one gallon. 


Phenyltoloxamine DOSAGE: 
Chiete 25 mg. | 25mg. | 6.25 mg. 25.0% Tristamine Capsules 60 Mg. (Sustained Release) Adults, 
35-50 One capsule every twelve hours, morning and night 
Pyrilamine Maleate my 37.5 mg,} 12.50 mg. 33.3% or at breakfast and supper. In unusually resistant cases 
— - it may be desirable to give one capsule every eight 
2-4mg.| 3mg. | 1.25 mg. 41.7% hours. 
Maleate Tristamine Liquid (10 mg./5Scc.) 
Percentage of Median Combined Adults, two teaspoonfuls four times daily; Children 12 
Dose of the three contained anti- 100.0% to 16, one to two teaspoonfuls three to 4 times daily; 
histamines in 20.0 mg. Tristamine Children 6 to 12, One teaspoonful; Children under six, 
one-fourth to one-half teaspoonful. 
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re-evaluating tranquilizers? 


READ WHAT CLINICIANS ARE 
NOW SAYING ABOUT ATARAX’ 


“abi tity ectly 
white the 
shed” 


iz - for” 


INVESTIGATORS AGREE ON OPTIMAL ATARAX DOSAGES 
For childhood 10 mg. 3-6 years, one tablet t.i.d. : Supplied: Tablets, bottles 
behavior disorders tablets over 6 years, two tablets t.i.d. : bo hee Syrup, pint — 
Syrup 3-6 years, one tsp. t.i.d. : Parenteral Solution, 10 cc. 
over 6 years, two tsp. t.i.d. : multiple-dose vials. 
For adult tension 25 mg. one tablet q.i.d. : eae 
and anxiety tablets 4 in ress. 2. Freedman, A. M.: 
a in. No merica 
Syrup one tbsp. q.i.d. 5:573 (aug. 1958, 3. Fd. 
For severe emotional 100 mg. one tablet t.i.d. Hit Mi ~y 
disturbances tablets New York Men” 
$ 58: (May 15) 1958. 
For adult psychiatric Parenteral | 25-50 mg. (1-2 cc.) intramus- ¢ 5. Coirault, M., et al.: Presse 
and emotional Solution cularly, 3-4 times daily, at s méd 64:2239 (Dec. 26) 1956. 
emergencies 4-hour intervals. Dosage for .« 6.Bayart, J.: Presented at 
children under 12 not ; the international Congress of 
established. Denmark, July 22-27" 1956. 
e 


fi | New York 17, N. 
te, y Division, Chas. Pfizer Inc. 
Science for the World's Well-Being 
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CHOICE THERAPY 
FOR THE “OLDER® 
PATIENT WITH MILD 
TO MODERATE 
HYPERTENSION 


R Veratrite 


More than 13,000,000 prescriptions attest that 
Veratrite continues to be the antihypertensive of 
choice for the older hypertensive patient. Veratrite 
can be prescribed safely and routinely for those 
who usually cannot tolerate more potent drugs. 


Veratrite now contains cryptenamine which 
acts centrally to produce a gradual fall in blood 
pressure, yet improves circulation to vital organs, 
relieves dizziness and headache, and imparts a 
distinct sense of well-being. Furthermore, 
Veratrite achieves its effects with unusual safety 
and without annoying side effects. 

Each Veratrite tabule contains: Cryptenamine (tan- 
nates), 40 C.S.R.* Units; Sodium nitrite, 1 gr.; Pheno- 
barbital, 4% gr. Dosage: 1—2 tabules t.i.d., preferably 


2 hours after meals. 
*Carotid Sinus Reflex 


: Meiabap win, neisier co. + DECATUR, ILLINOIS 


VoLtuME 86, AuGust, 1959 


23 


Cc. - 
ing ee | 
| 


AVacation from Hay Fever 


is a Real Vacation 
ANYWHERE = ANYTIME 


Just a “poof” of fine spray 


brings relief 1n sEcoNDs, FOR HOURS 


NIZ isa potentiated, balanced 


combination of these well known ® 
synergistic compounds: 
Neo-Synephrine® HCl, 0.5% 
— dependable vasoconstrictor NASAL SPRAY 


Thenfadil® HCl, 0.1% Supplied in leakproof,~>-»_ 
potent topical pocket size 
antihistaminic. squeeze bottles of 20 cc. 
Zephiran® Cl, 1:5000 
antibacterial wetting 
agent and preservative. 


(| LABORATORIES 
New York 18, N. ¥. 
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. .. Time-tested flavor that children love, plus ACETYL P PEDIATRIC SUSPENSION 


> 1 Acetyl Sulfamethoxypyridazine 
- tested effectiveness and safety of KYNEx. ms Recommended dosage: vine -day dose is 1 teaspoonful (250 me.) 
ust on j -tj : or each 20 Ibs. ly weight up to 80 Ibs. For each day thereafter, 

© dose cones plasma cae levels for " Y% teaspoonful for each 20 Ibs. For 80 Ibs. and over, use adult 

24 hours. Sensitivity reactions and renal toxicity . dosage of 4 teaspoonfiuls (1 0 Gum.) initially, and 2 teaspoonfuls 
: : ACETY (0.5 Gm.) daily thereafter. minister after a meal. 

recommended doses. Highly Supplied: Each teaspoonful (5 cc.) contains 250 mg. of sulfa- 

ical regimen . . . easily administered and easily methoxypyridazine activity. Bottles of 4 and 16 fi. oz. 

remembered by the mother. 


 LEDERLE LABORATORIES 
!ndicated whenever sulfas are indicated A Division of AMERICAN CYANAMID COMPANY, Pear! River, New York 
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ORIGINAL FORMULA 
The ideal cerebral tonic and stimulant for the aged. 


NICOZOL therapy (the original formula) affords ee eee 
prompt relief of apathy. Patients generally look 


better, feel better; become more cooperative, For relief of agitation and hostility: 
cheerful and easier to manage. NICOZOL with reserpine Tablets 


No dangerous side effects. Supply: Capsules « Elixir 


DRUG Write for professional sample and literature. 5 
Page 666 
C Speciatties WINSTON-SALEM 1, NORTH CAROLINA 
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upper respiratory decongestion 
provides both... 


and bronchial decongestion 


Many hay fever patients also experience chest discomfort. For these patients, 
new ISOCLOR provides relief along the entire respiratory tract. 
COMBINES the nasal and bronchial decongestant action of d-isoephedrine with 
the histamine blocking action of chlorpheniramine. 

RELIEVES the discomforts of rhinorrhea, itching, sneezing, hyperlacrimation 
and post nasal drip—let s the patient get a full night's rest—with minimal daytime 
drowsiness, CNS or pressor stimulation. 


TABLETS AND SYRUP for adults and children... CHARLES C. 


COMPOSITION: Per tablet Per 5 mi. syrup 
Chlorpheniramine maleate q 2 mg. 
d-lsoephedrine HCI 12.5 mg. 
DOSE: Tablets: One tablet 3 or 4 times daily. Syrup: Children: 3-6 yrs. 
INTHLY BS 
Y tsp. ti.d.; 6-12 yrs. 1 tsp. ti.d.; Adults: 2 tsp. tid. & COMPANY 
AVAILABLE: Tablets: Bottles of 100. Syrup: Pint bottles. Richmond, Virginia 
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management 


CLINICAL BRIEFS FOR MODERN PRACTICE 


HOW PREVALENT © 
ARE MULTIPLE | 
GALLBLADDER 
ANOMALIES? 


One hundred and twenty-two cases 
of vesica fellea divisa (bilobed gall- 
bladder) and vesica fellea duplex 
(double gallbladder with 2 cystic 
ducts) are reported in the literature. 
A unique case of vesica fellea tri- 
plex has recently been described. 


30:252, 1958. 


Source: Skilboe, B.: Am. J. Clin. Path. ie 


medical 


and postoperative 
_ care of biliary 
disorders... 


“effective” hydrocholeresis 


DECHOLIN 


(dehydrocholic acid, AMES) 


acid...does con- 


siderably increase the volume out- 


put of a bile of relatively high water © 


content and low viscosity. This drug 


is therefore a good ‘flusher,’ and is ae 
effectively used in treating both the | 
_ chronic unoperated patient and the | 


patient who has a T-tube drainage 


| 


¢ 


of an infected common bile duct.”! | 


free-flowing bile 
plus reliable spasmolysis 


DECHOLIN.... 
 BELLADONNA 


“...DECHOLIN/ Belladonna in a dos- Ee. 
age of one tablet t.i.d. for a period 2 


of two to three months may prove 
helpful in relieving postoperative 


symptoms, aiding the digestion, and | 
facilitating elimination.”” : 


(1) Beckman, H.: Drugs: 

Their Nature, Action and Use, 
Philadelphia, W. B. Saunders Company, 
1958, p. 425. 

(2) Biliary Tract Diseases, 

M. Times 85: 1081, 1957. 
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Elkhart Indiona 
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co 
ROBINS CO., INC. 
Richmond 20, Virginia’ 


For comprehensive digestive zyme re placement 
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there’s pain and more potent and wide range of application 
it could be mild ‘sala alone 
or severe, acute “more manageable 

- Or chronic, primary corticosteroid" corticosteroid dosage 


... much less likelihood * 
of treatment-interrupting 


... additive antirheumatic 


or secondary 


‘action of corticosteroid _ : 
fibrositis—or even plus salicylate? * brings aide effects: 
arl rheuma rapid pain relief; aids .../simple, flexible 
e y toid restoration of function. ‘dosage schedule 


arthritis 


| 
: | 
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pplication 
ntire 

ome 

or mild 
hritis 

able 

| dosage 
ihood 
iterrupting 


le 


_ Same precautions and 


Acute conditions: Two or three 
tablets four times daily. After 
desired response is obtained, 
gradually reduce daily dosage 
and then discontinue. 

Subacute or chronic conditions: 
Initially as above. When satisfactory 
control is obtained, gradually reduce 
the daily dosage to minimum 


‘effective maintenance level. For best 


results administer after meals and 
at bedtime. 

Precautions: Because SiGMAGEN 
contains prednisone, the 


contraindications observed 
with this steroid apply also 
to the use of SIGMAGEN. 


manyease 


it calls for 
tablets 


Composition 

(prednisone) 0.75 mgm 
Acetylsalicylic acid 325 mg 
Ascorh 20 mg. 


Tablets, bottles of 100 and 1000. 
References: 1. Spies, T. D., et al: J.A.M.A. 159:645, 
1955. 2. Spies, T.-D., et al.: Postgrad. Med. 17:1, 1955. 
3. Gelli, G., and Della Santa, L.: Minerva Pediat. 
7:1456, 1955.4. Guerra, F.: Fed. Proc. 12:326, 1953. 
5. Busse, E. A.: Clin. Med. 2:1105, 1955. 6. Sticker, 
R. B.: Panel Discussion, Ohio State M. J. §2:1037, 1956. 
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TRICHOMONAS 


MONILIA 
BACTERIA 
| 
Awelcome clinical advance... 


effective medication 


in an appealing form 


hy 
€ 
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| Soft and pliant as a tampon, the Milibis vaginal suppository offers proved therapeutic 
j action* in a vehicle giving unusual clinical advantages to both patients and physician. 


COVERS CERVIX AND VAGINAL WALL —The pliant Milibis suppository 
disintegrates readily and molds itself to the cervix as well as the 
columns and rugae of the vaginal vault. : 


SHORT DOSAGE SCHEDULE-The short course of treatment with 
Milibis—only 10 suppositories in most cases—together with the clean, odorless, 
non-staining qualities eliminates psychic barriers which often interrupt 
longer treatments before complete cure. 


® | 
| 7 Mi | LI B S Vaginal Suppositories 


New supplied with LABORATORIES 


. plastic applicator New York 18, N.Y. 
} SANITARY 
SUPPLIED: BOXES OF 10 « INSURES CORRECT : *97 per cent effective in a study of 564 cases; 


with Bien SUPPOSITORY PLACEMENT 94 per cent effective in a series of 510 cases. 


Milibis (brand of glycobiarsol), trademark reg. U.S. Pat. Off. 
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ACHROMYCIN OINTMENT 3% 


For infectious dermatoses. Unsurpassed broad-spec- 
trum control of causative organisms and complicating 
mixed invaders. Excellent local toleration; low sensitiz- 
ing potential. in % oz. and 1-0z. tubes. 


Tetracycline Lederle 


ACHROMYCIN OINTMENT 3% 
WITH HYDROCORTISONE 2% 


For inflammatory dermatoses. Classic corticoid sup- " 


pression of erythema, swelling, weeping, pruritus .. 
plus ACHROMYCIN control of pyogenic or subclinical 
secondary infection. In 5 Gm. tube. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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(HYDROCHLOROTHIAZIDE ) 


hypertens 
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xit'S aS easy as 1, 2,3 to use 


| 


Initiate therapy with HYORODIURIL: one 25 mg. tablet or one 50 mg. 
tablet once or twice a day. HYDRODIURIL by itself often causes an adequate 
drop in blood pressure over a period of two to three weeks. This rey be all the 
therapy some patients require. 


OROTHIAZIDE) 


( ) 


Add or adjust other agents as required: 4YDRODIURIL enhances the 
activity of all commonly-used antihypertensive agents; thus, the dosage of 
other medication (rauwolfia, reserpine, hydralazine, veratrum) should be initiated 
or adjusted as indicated by patient condition. If a ganglion-blocking agent is 

: contemplated or being ‘used, usual dosage must be reduced by 50 per cent. 


Adjust dosage of alt medication: the patient must be frequently 
observed and careful adjustment of all agents should be made to establish 
optimal maintenance dosage. 


Supplied: 25 mg. and 50 mg. scored tablets HyDRODIURIL (Hydrochlorothiazide) bottles of 100 and 1,000 
Additional literature for the physician is available on request. 


HYDRODIURIL is a trademark of Merck & Co., Inc. Trademarks outside the U S DICHLOTRIDE, DICLOTRIDE, HYDROSALURIC. 


€5 MERCK SHARP & DOHME, Division of Merck & Co., Inc., Philadelphia 1, Pa. 
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Sterile buffered solution 


for minor eye irritations 


decongestant * astringent + antiseptic 


decongestant 

contains: § Zinc sulfate (0.06%) —mild astringent and antiseptic 

Boric acid (2.2%) —standard ophthalmic 
bacteriostatic and mild antiseptic 

Zephiran® chloride (1:7500) —well tolerated, efficient 

| antiseptic and preservative 


Op Neo-Synephrine® HCI (0.08%) — gentle, long acting 


OpH, Neo-Synephrine (brand of phenylephrine) and 
Zephiran (brand of benzalkonium, as chloride, refined), 
trademarks reg. U.S. Pat. Off. 

*Mono-Drop, trademark. 


| 


tiny 


at 


In exclusive Mono-Drop* bottles that 
eliminate dropper contamination and 
simplify instillation. 15 cc. 
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for most of your diabetic patients 


FOR MORE DEPENDABLE RESPONSE, start your patients on 8 entirely 


different from the sulfonylureas in chemical structure, mode of action 


(brand of Phenformin) 


the full-range oral hypoglycemic 
agent...lowers blood sugar in 

mild, moderate, and severe diabetes, 
in children and adults 


and spectrum of activity...usually effective in low dosage Fange (50 to 


150 mg, per day). 


3 out of every 4 stable adult diabetics are 
satisfactorily and comfortably regu- 
lated with DBI. 


2 out of every 3 brittle diabetics (juvenile or 
adult) enjoy better stabilization and 
easier management with combination of 
DBI and injected insulin. The smooth, 
gradual onset of blood-sugar lowering 
action helps prevent dangerous shifts 
between hypoglycemic reactions and 
hyperglycemic ketoacidosis. 


sulfonylurea failures — secondary failures 
and primary resistant patients may re- 
spond well to-DBi-alone, or combined 
with a sulfonylurea. 


no clinical toxicity in over 3000 patients 
studied for varying periods up to nearly 
three years. 


On a “start-low-go-slow” dosage pat- 
tern, DBI is relatively well tolerated. 
Gastrointestinal reactions occur most 
frequently in dosages exceeding the 
practical maximum 150 mg. daily, but 
abate promptly upon reduction of dos- 
age or withdrawal of DBI. 


The physician prescribing DBI should 
be thoroughly familiar with its indica- 
tions, dosage, possible side effects, pre- 
cautions and contraindications, etc. 


DBI (Ni-£-phenethylbiguanide HCl) is available as white, 
scored tablets of 25 mg. each, bottle of 100, 


| Write for detailed literature. 


| an original development from the research laboratories of 
u. Ss. vitamin & pharmaceutical corporation 


Arlington-Funk Laboratories, division 
250 East 48rd Street, New York 17, N. Y. 
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It was the introduction of neo Bromth several years ago that created such widespread 
interest in the premenstrual syndrome—because of neo Bromth’s specific ability 
to prevent the development of the condition in the first place. 

The action of neo Bromth is not limited merely to control of abnormal water retention, | 
or of nervousness, or of pain—or any other single or several of the multiple 
manifestations characteristic of premenstrual tension. neo Bromth effectively controls ; 
the whole syndrome. 

neo Bromth is also completely free from the undesirable side effects associated with 
such limited-action therapy us ammonium chloride, hormones, tranquilizers and potent 
diuretics. neo Bromth has continued to prove to be the safest—as well as the most 
effective—treatment for premenstrual tension. 

Each 80 mg. tablet contains 50 mg. Pamabrom, and 30 mg. pyrilamine maleate. 
Dosage is 2 tablets twice daily (morning and night) beginning 5 to 7 days before 
menstruation. Discontinue when the flow starts. 


BRAYTEN PHARMACEUTICAL COMPANY e Chattanooga 9, Tennessee 


Sun. Men, Tue. Wed. Thur. fri. Set. 
Dosage: 2 Tablets B.1.D. (A.M. & P.M) — 
: 
reats the whole s y narome 
. 


The new Sanborn 100 Viso electrocardio- 
graph: two speeds... 25 or 50 mm/sec... 
clearly defined, permanent traces on 6cm 
charts... normal, 4, or 2-times recording 
sensitivity . . . two additional inputs for 
recording other phenomena, plus outlet for 
connecting monitoring oscilloscope ... 15 
transistors saving space, weight, and power... and the 
mobility of 29 pounds, complete... make this 


FUNCTIONALLY AND FACTUALLY 


EIGHT-HUNDRED FIFTY DOLLARS DELIVERED CONTINENTAL U.S.A. * © SANBORN COMPANY * WALTHAM, MASS. 


Beruespa Branch Office 8118 Woodmont Ave. 
Oliver 6-5170 and 6-5171 
Ricumonp Resident Representative 301 E. Franklin St., Milton 9-1108 
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Atopic dermatitis (female, aged 42) 


"Itch completely gone -- dramatic relief!" 


Chronic bronchial asthma (male, 62) . 


"This patient, on his own and hig wife's admission, 
is better, has had more relief than he has had in 
35 years..." 


Scammed 


Urticaria (one week after tetanus eatitonia) 
--(female, 26) 


“After 4 tablets stat, required no further treatment. P 


RONIL 


FROM DOCTORS WRITING TO-SCHERING” 


*Actual quotations from physi- 
cians’ reports in the files of the 


Schering Department of Profes- er (female, 55). 
sional Information. 
DeRonn. —T.m, — brand of dexametha- "Results are cutstanding.... Pain decreased 
ee after first three doses, Zoster dried in 
4 days. " (Dosage: one tablet t.i.d. ) £ 


Rheumatoid arthritis (male, 63) a 


"Full relief, resumption of work." (Dosage: one © 
tablet t.i.d. to one tablet daily) x loti 
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| allergic 
worker. 
Working — 


CO-PYRONIL ‘provides quick relief that lasts and lasts 


Just two or three Pulvules® Co-Pyronil daily will usually keep your hay-fever 
patients symptom-free and on the job all day long. Not just an antihistamine, 
Co-Pyronil is a triple combination that assures more complete relief from hay fever 
and other allergies. 


Each Pulvule contains: 

3 a vasoconstrictor, Clopane® Hydrochloride (12.5 mg.), to complement the action 

: of two antihistamines by opening swollen nasal passages. 

. a fast-acting antihistamine, Histadyl™ (25 mg.), to provide relief usually within 
: os fifteen to thirty minutes. 

a long-acting antihistamine, Pyronil® (15 mg.), to maintain relief for eight to 

twelve hours. 

Also supplied as suspension and pediatric Pulvules. 


Co-Pyronil™ (pyrrobutamine compound, Lilly) Histadyi™ (thenylpyramine, Lilly) 
Clopane® Hydrochloride (cyclopentamine hydrochloride, Lilly) Pyronil® (pyrrobutamine, Lilly) 


ELI LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 
958009 
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Guest Editorial .... 


A State Cancer Registry 


EVER IN THE PAST have efforts of cancer control been comparable to those of 
today. In a rapidly accelerating program, more and more is being done to estab- 
lish a cause, or the causes, of cancer; to find preventions or cures and to improve 
methods of therapy presently available. When, how, and in what way the path will 
be cleared, is now speculation. That the answer will be found is beyond doubt. What 
influence these discoveries will have on the practice of medicine will probably be in 
proportion to the significance of the problem. Certainly the answer to some problems 
will have a profound influence. 


Innumerable are the ways by which such scientific discoveries may be tested or 
applied by the medical profession. Therefore, the profession should be so organized 
as to be able to utilize its potentials and to adapt its facilities in the most beneficial 
manner. To accomplish this, established systems of recording statistical data must be 
available. 


The Cancer Committee of The Medical Society of Virginia during the past year 
has been working to establish a state-wide Cancer Registry. This effort is not new in 
this area. Since 1947 the State Health Department has maintained a registry and now 
has a total of over 55,000 case reports voluntarily furnished by a small number of 
hospitals. Now it is the purpose of the Committee to expand the program, to encourage 
all hospitals in the State to participate, and, by participating, to report all their cases 
of malignancy and follow-up examinations when they are available. 


Central cancer registries vary in size and are not necessarily state-wide in scope. 
A central registry may include material from a small segment of the State—several 
counties—or may only represent material from several hospitals in one metropolitan 
area. 


The Committee, after due consideration, believes a Central Registry for the entire 
State of Virginia would be the most practical. Irrespective of the area included by the 
registry, or the size as measured by the number of cases, or the number of hospitals 
reporting, the value of the registry is in direct proportion to the quality of the reports 
received from the participating units, i.e., the local hospitals. 


Dr. Aubrey Schneider, a representative of the American Cancer Society, and an 
authority on this subject, met with the Committee and discussed various aspects of 
the proposed program. His emphasis on the local reporting unit has made the Com- 
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mittee more cognizant of the importance of concentrating efforts to establish a sound 
foundation at this level. 


For the local hospital satisfactorily to participate in the program, and to furnish 
adequate reports, it must maintain a hospital cancer registry. At present, cancer regis- 
tries exist in this area. These vary greatly in efficiency. Too often the registry is en- 
ag tirely the responsibility of a secretary or a record librarian who must make decisions 
. ; on matters that can only adequately be decided by one trained in cancer work. Under 
such control, inaccuracies are frequent and much effort lost. It, therefore, becomes 
essential in a worthwhile program to have a group of physicians responsible for the 
local registry. It is this group of physicians, responsible to the medical staff of the 
hospital, that will determine the success of the local and central registry. Because of 
the widespread source of information required to keep satisfactory records of malignant 
cases, this group should include a representative of all major specialties or hospital 
departments. This would be the Hospital Cancer Committee. 


The function of the Cancer Committee is to be responsible for the entire cancer 
control program in the hospital. It shall be responsible for not only the registry but 
i the tumor board, the tumor clinic staff, and the cytology program when such exists. 
; It must have a satisfactory working relationship with the Tissue Committee, and the 
‘iG Record Room Committee. As the Committee responsible for the cancer registry, it must 
determine those cases to be included in the registry, i.e., whether all cases diagnosed 
as malignant or only those confirmed by microscopic study. It must determine whether 
it is necessary to have a hospital rule requiring all cases to be reported to the registry, 
and must make rules for reporting follow-up examinations. Systems for reports to 
be sent to the registry must be developed, and adequate help, material, and space must 
be secured. The Committee at intervals must report to the medical staff on the results 
obtained by the registry. 


Efforts toward reducing cancer morbidity and mortality have not been in vain. Evi- 
dence is availible, although not too encouraging, to show that there is progress in 
combating the disease. It is only by a comparative review of the past that we can 
wisely and scientifically advance and be prepared to deal with the future. A State 
Cancer Registry will be the means by which this can be accomplished. It will be not 
only the means of evaluating our cancer control efforts but will be an expression of our 
efforts. 


All general hospitals in the state are asked to participate voluntarily in the program 
by establishing a Cancer Committee, a Cancer Registry, and by furnishing reports to 
the Central Registry. 


The Bureau of Cancer Control of the State Health Department, Virginia Division of 
the American Cancer Society, and the Cancer Committee of The Medical Society of 
Virginia are supporting this program and will render aid whenever possible. 


Joun R. Kicut, M.D. 
Chairman, Cancer Committee 
The Medical Society of Virginia 


1301 Colonial Avenue 
Norfolk, Virginia 
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Multiple Sclerosis 


ULTIPLE SCLEROSIS has been reported to 
be the commonest organic nervous disease.’ 
Theories as to its etiology are almost as varying as 
the central nervous system lesions characteristic of 
the disease. These lesions occur as disseminated 
patches of demyelinization in the brain and spinal 
cord, giving rise to symptoms which vary with the 
chance preponderance of cerebral, cerebellar or spinal 
cord damage. 

As with all diseases of unknown cause, the treat- 
ment of multiple sclerosis has consisted of measures 
to control the symptomatology, as well as supportive 
therapy designed to correct abnormalities in the 
general health. Among the most frequent and dis- 
tressing symptoms afflicting these patients are mus- 
cle spasm and spasticity. Papac? has reported these 
symptoms to be present in 75 per cent of 175 patients. 

The mephenesin family of compounds has been 
widely reported to be effective in the relief of muscle 
spasm associated with a great variety of rheumatic 
and neurological disorders, fibrositis, ruptured inter- 
vertebral disc and trauma. Since the site of action of 
mephenesin is in the central nervous system, it was 
decided to assess the effectiveness of a new member 
of this family of drugs, mephenesin carbamate, on 
the muscle spasm and spasticity so common to mul- 
tiple sclerosis patients. 

The site of action of both mephenesin and mephe- 
nesin carbamate is identical. Hendley and asso- 
ciates* described a blocking action of these drugs 
on the interneurons interposed between the afferent 
and efferent portions of the arc of multineuronal 
reflexes. Goodman and Gilman® characterize them 
as centrally-acting, skeletal muscle relaxants and 
state that they have the pharmacological property 
of selective depression of subcortical, brain stem and 
spinal polysynaptic transmission. Conversely, ef- 
fects upon monosynaptic reflexes and on the cerebral 
cortex are minimal. 

The value of mephenesin has been limited by its 
relatively short duration of action. Dresel and Sla- 
ter® found this to be due to its rapid oxidation to 


Mephenesin Carbamate supplied as Tolseram® through 
the courtesy of E. R. Squibb & Sons. 
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a carboxylic acid, which was inactive. By the crea- 
tion of a new compound, mephenesin carbamate 
(2-hydroxy-3-o-tolyoxypropyl carbamate), the rapid 
inactivation of the drug appears to have been pre- 
vented. London and Poet’ compared the blood levels 
of the two drugs and found that at three hours, fol- 
lowing an oral dose of three grams to humans, the 
average blood level of mephenesin was 1 mcg. per 
ml. compared to 10 mcg. per ml. of mephenesin 
carbamate. At four hours, there was no detectable 
blood level for mephenesin, but mephenesin carba- 
mate was present in concentrations of 7 mcg. per 
ml., which was approximately as high a level as 
was found with mephenesin at the end of one hour. 

Marshall® treated a small group of patients with 
multiple sclerosis with mephenesin and mephenesin 
carbamate and observed improvement in spasticity, 
gait, and in the typical speech defect. Engler® re- 
ported that relaxation of muscle spasm was achieved 
more rapidly and more effectively with mephenesin. 
carbamate than with mephenesin. His patient group 
consisted of those with spasticity secondary to con- 
genital hemiparesis, congenital spastic paraplegia, 
and choreoathetosis. 

The results herein reported are consistent with 
the foregoing observations. In addition to the im- 
provement of skeletal muscle dysfunction, an un- 
expected but extremely gratifying amelioration of 
urinary bladder distress was observed in all patients 
with this disorder. 


MATERIALS AND METHODS 


Drug—Mephenesin Carbamate (Tolseram) tablets 
—0.2 gram each. 


Clinical Material—Thirteen patients ranging in age 
from 24 to 60 years. The average age was 38.7 
years and the mean age was 38. These patients 
had suffered from multiple sclerosis for three to 20 
years with only transient periods of remission. The 
average duration for the group was 8.8 years and 
the mean was seven years. 

Dosage—1 to 2 grams (2 to 4 tablets) were given 
two to four times per day. (See Table I for indi- 
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vidual variations in daily dosage and for the spe- 
cific symptom—complex affecting each patient.) 


RESULTS 


Change in Signs and Symptoms 

Unchanged—The following were present in vary- 
ing numbers of patients and were relatively un- 
affected by the medication; diplopia, emotional 
disturbances, clonus, nystagmus and speech de- 
fects. 
Improved 

1. Ataxia—Two of these six patients evidenced 
moderate to marked improvement in the 
quality of their gait. 

2. Intention Tremor—Of two patients with 
severe and unremitting intention tremor, 
one obtained slight relief and the other mod- 
erate relief. 

3. Muscle Spasm and S pasticit y—F our of these 
nine patients observed moderate relief. 

4+. Increased Deep Reflexes—Five of the nine 
patients in whom this finding was marked 
were very appreciably improved. 


Urinary Bladder 


Frequency—Of eight patients, there was 
moderate reduction of frequency in five and 
marked reduction of frequency in two. One 
patient obtained complete relief. 
Urgency—Of four patients, two were mod- 
erately improved and two were markedly 
relieved. 

Incontinence—Of two patients, one obtained 
moderate but definite relief of incontinence, 
and in the other it was completely controlled 
by the medication. 


CASE REPORTS—(See Table 1) 


C.B.—Disease was of seven years duration and 
was characterized by moderate spasm of the low- 
er extremities, bilateral ankle clonus, moderate 
ataxia, urinary frequency and urgency, and in- 
creased deep reflexes. He was first seen in a 
period of acute decline when all the above became 
exaggerated. 

On one Tolseram tablet four times daily, increased 
rapidly to three tablets four times daily, he was 
well enough to return to work in one week with 
improvement of all symptoms. Especially note- 
worthy was the striking reduction in urinary fre- 
quency and urgency. On his own, he increased 
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the dosage to five tablets four times daily. Feel- 
ing quite well for several months, and without 
returning for instructions, he then discontinued 
the medication. Shortly thereafter, spasm and 
ataxia returned and he had difficulty in working. 
At this time he was placed on two tablets four 
times daily and his improvement was regained 
and maintained. 


W.P.—This woman had been afflicted for 15 years 
with ataxia, severe urinary frequency, weakness, 
muscle spasticity and increased deep reflexes. On 
two Tolseram tablets three times a day, ataxia 
and hyper-active deep reflexes diminished and 
the urinary frequency was completely relieved. In 
six months the medicine was discontinued and 
symptoms recurred. Resumption and maintenance 
of the same dosage brought relief for a year. Ces- 
sation of mephenesin carbamate was again fol- 
lowed by recurrence of symptoms. At present, 
she is on two tablets three times daily and is able 
to carry out a fairly normal routine. 


Side Effects—No gastrointestinal disturbances 
were encountered. Patient were instructed to take 
the tablets after meals and the night dose with 
milk. Two patients did not wish to continue the 
medication, complaining it made them too relaxed 
and lethargic. 


DISCUSSION 


The notable improvement observed in muscle 
spasm and spasticity, deep reflexes, ataxia and trem- 
or is not difficult of explanation. Goodman and 
Gilman® state that mephenesin produces these effects 
by selective depression of subcortical and polysynap- 
tic spinal pathways, unaccompanied by effects on 
the myoneural junction, neuronal conduction or on 
the cerebral cortex. Thus there is no interference 
with the neural control of normal muscle tone and 
movement. 

Schlesinger” observed that there is no question of 
the ability of mephenesin to alleviate the types of 
major muscle symptoms associated with multiple 
sclerosis—muscle spasm, muscle spasticity, involun- 
tary movements and rigidity. He notes also that, 
although this is true by the intravenous route, it is 
the exception rather than the rule when mephenesin 
is administered orally. 

The explanation for the unquestionable improve- 
ment in objective signs, observed when mephenesin 
carbamate was given by mouth, may lie in its far 
higher and more prolonged blood levels. London and 
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EFFECT OF MEPHENESIN CARBAMATE IN 13 PaTiENTs WITH MULTIPLE SCLEROSIS 


Age at Physical Findings Daily 
Name Age Sex Onset and Complaints Dosage Results 


P.E. 33. F. 28. Marked generalized involvement. 4 Gm. Improvement of bladder control, 
Gross tremor, hyperactive reflexes and slight lessening of tremor and 
ankle clonus, slurred speech. Urinary clonus. 


bladder frequency and urgency. 


Marked instability of gait. Reflexes 2 Gm. Improvement of urinary frequen- 
slightly hyperactive—no clonus. Mark- cy and urgency — calmer — no 
edly agitated. Bladder frequency and change in gait. 

urgency. 


Marked generalized involvement. 4-6 Gm. Made patient very lethargic and 
Marked spasm, clonus, diplopia, slur- unable to speak. 
red speech. Confined to bed or chair. 


Moderate generalized involvement. 3 Gm. Markedly improved on drug. No 
Unstable gait. Urinary frequency urinary frequency. Gait more 
marked. Increased deep reflexes. 


stable—activity increased. 


Moderately severe involvement. Hy- Reported drug made her too re- 


peractive reflexes, slurred speech, laxed at one time and caused 
clonus. Confined to bed and wheel muscle spasm the next. Took drug 
chair. only occasionally. No change. 


Lower extremities primarily involved. 2 Gm. No change. 
Marked spasm and clonus. No urinary 
changes. 


ALL. 24. F. 20. Moderate spasm. Easy fatigue. Oc- 4 Gm. Some relaxing effect. No change 
casional double vision. Clonus ard in- in reflexes. 
creased reflexes. No urinary distress. 


Marked generalized involvement. 4 Gm. Less spasm and tremor. More 
Severe spasm, clonus, tremor, frequen- clonus. Less urinary frequency. 
cy and urgency, increased deep reficxes. Reflexes remained unchanged. 


Period of dormancy then reactivation 4-10 Gm. Less spasm. Reflexes less active. 
at age 40. Moderate spasm, increased Work output increased. Bladder 
reflexes, clonus and unstable gait. improved. 

Urinary frequency and urgency. 


Severe spasm, increased reflexes, stag- Less spasm. Reflexes unchanged. 
gering gait, clonus, nystagmus, blurred Frequency less. Calmer. 
vision and frequency. 


K.B. 39. F. 30. Severe involvement. Blind. Marked 4 Gm. Frequency improved. Incontinence 
spasm, contractures, frequency ine>n- controlled. No change in other 
tinence and drug addiction. symptoms. 

1.G. 34. F. 31. Moderate spasm. Diplopia. Stagger- 2 Gm. No change. 


ing gait. No urinary frequency. 


ys 32. F. 27. Marked urinary frequency and urgen- 4 Gm. Marked improvement for several 
cy. Staggering gait, spasm, and in- months then regression. Improve- 
creased reflexes. ment when drug started again. 
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Poet’ reported that, three hours after an oral dose, 
mephenesin carbamate produced levels averaging ten 
times higher than mephenesin. Further, at four hours 
no mephenesin was detectable, while mephenesin car- 
bamate was at a level equal to that of its parent 
compound at one hour, 


The mechanism underlying the surprising and 
extremely gratifying improvement in the bladder 
symptoms of all eight of the 13 so troubled is more 
difficult to explain. This difficulty in the main arises 
from belief, commonly held, that members of the 
mephenesin family have no autonomic effects—are 
not “autonomic drugs’. That this is true in the 
ordinary meaning of the terms was demonstrated by 
Berger.’ Berger’s conclusion, however, was based 
on the failure of mephenesin-type drugs to block the 
peripheral myoneural effects of acetylcholine, 
epinephrine, and histamine. Any autonomic effects 
from these drugs would not be expected at this site 
for they are known to have no influence on neuronal 
or myoneural conduction. 


Since all impulses affecting urinary bladder func- 
tion must go via the autonomic nervous system, is 
there an explanation for the marked clinical im- 
provement, consistent with known anatomical and 
physiological facts? Firstly, all autonomic reflex 
arcs are polysynaptic. They include interneurons in 
the internuncial pool, in the spinal cord, or within 
the ganglia. Gerard affirms that mephenesin and 
similar drugs depress polysynaptic more than mono- 
synaptic reflexes. However, that they do so only by 
interfering with the interneurons in the spinal inter- 
nuncial pool he regards as unproved and improbable. 
He also states that any nonspecific effect, e.g., low 
oxygen tension, low temperature, etc., is likely to 
depress multisynaptic reflexes more than monosynap- 
tic—and the observable effect in question would be 
produced even if all cells and synapses were affected 
alike. In point here may be the observation of Good- 
man and Gilman" that nonautonomic drugs, whose 
primary action is stimulation or depression of the 
central nervous system, may exert important visceral 
effects. 


If, Schlesinger’ suggests, mephenesin damps the 
abnormal bombardment of the interneurons of the 
cord from central and peripheral origin, then it may 
produce an amelioration of the bladder symptoms by 
this mechanism. In any event, whether this ap- 
proaches a true explanation of the observed clinical 
improvement, Schlesinger’s suggestion for drug-effect 
evaluation is pertinent. He believes that the study of 
the over-all response of patients’ symptoms to the 
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drug under study is the most reliable guide in judg- 
ing its efficacy. 

The absence of cerebral tranquilizing effect of 
mephenesin carbamate does not permit the assump- 
tion that the source of bladder improvement lies 
there. Further, it must be acknowledged that the 
nature of this experiment, and the number of pa- 
tients studied, do not absolutely rule out placebo- 
effect. That this is not likely is suggested by the 
nature of the disease, the severity of the symptoms 
and their long duration prior to mephenesin carba- 
mate therapy. 


SUMMARY 


1. Mephenesin carbamate therapy produced alle- 
viation of muscle spasm and spasticity in ap- 
proximately 50 per cent of patients with mul- 
tiple sclerosis. 

2. Also observed was worthwhile reduction in 
hyperactive deep reflexes, ataxia and intention 
tremor. 

3. Unexpected, but dramatic, improvement oc- 
curred in all patients with urinary bladder 
freqrency, urgency and incontinence. 
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11. Berger, F. M.: The pharmacological properties of 
2-methyi-2-n propyl-1, 3-propanediol dicarbamate, 
a new interneuronal blocking agent. J. Pharmacol. 
& Exper. Therap. 112:413, 1954. 


12. Gerard, R. W.: Concluding remarks (meprobamate 
and other agents used in mental disturbances). 


A new guide to assist physicians in determining 
the fitness of motorist to drive has been published 
by the American Medical Association. The guide, 
which appears in the March 14 Journal of the 
A.M.A., was prepared by the committee on medical 
aspects of automobile injuries and deaths, following 
a two-year study. According to the committee, the 
purpose of the guide is to call attention to the areas 
in which the medical profession may be of help in 
combating the serious health problem caused by 
the large number of automobile accidents. 

In an accompanying editorial, the committee said, 
“Injuries suffered in automobile accidents are an 
important health problem in the United States. About 
37,000 persons were killed in automobile accidents 
in 1958 and about 5 million were injured seriously 
enough to require medical attendance or restriction 
of their activity for one day or longer. 

“Human failure,” the report noted, “overshadows 
all other factors in the production of highway acci- 
dents. The human mechanism must be in good con- 
dition to cope with the split second timing needed 
to maneuver high speed motor vehicles. 

“The key to ultimate success in automobile acci- 
dent prevention lies in the driver—his intelligence, 
his sense of personal and social responsibility, his 
reactions to various stimuli in normal conditions 
and under stress, and his driving ability in good 
health and in illness.” 

In general, the guide stated, an individual should 
be assessed medically to determine the answers to 
the following questions: 

—Has the patient any physical and mental ability 
to manipulate the controls? 

—Is the patient likely to suffer excessive fatigue 
that will impair his driving ability? 

—Does the patient have the required vision and 
hearing for safe driving? 

—Has the patient any physical or mental disorder 
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13. Goodman, L. S. and Gilman, A.: ibid., p. 391. 
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likely to cause confusion or a sudden loss of con- 
sciousness while driving? 

—Is the patient likely to suffer a temporary im- 
pairment of mental, physical, or functional capacity 
due to alcohol, drugs, infections, or medical treat- 
ment? 

—Does the patient have good emotional control 
or has he signs of antisocial behavior or an emo- 
tional disturbance making it unsafe for him to 
drive? 

The committee said that the physician is qualified 
by training to ascertain the physical, mental, emo- 
tional, or physiological impairments of an indi- 
vidual. He is in a good positon to evaluate these 
impairments in relation to safe driving ability. 

Frequently, it may be necessary for a physician, 
recognizing his responsibility for the safety of his 
patient and the public, to caution the patient against 
driving for a certain period of time or even per- 
manently. 

In conclusion, the committee said, “It is probable 
that the next decade will see a greatly increased 
emphasis upon more stringent physical standards for 
licensing. It is believed that more and more patients 
will turn to their physicians for advice and as- 
sistance in this regard. 

“On the basis of present knowledge, it is believed 
that a conscientious medical evaluation of the indi- 
vidual’s fitness to drive safely, with appropriate 
follow-up, can reduce motor vehicle accidents very 
significantly.” 

Dr. Fletcher D. Woodward, Charlottesville, is 
chairman of the committee which made the report. 
Members of the committee include Drs. Horace E. 
Campbell, Denver; Jacob Kulowski, St. Joseph, 
Mo.; Harold M. Brandaleone New York; John R. 
Rodgers, Bellaire, Mich.; Seward E. Miller, Ann 
Arbor, Mich.; James L. Goddard, Washington, D.C.; 
Ross A. McFarland, Ph.D., Boston, is also a member. 


: 
alle- 
ap- 
mul- 
in 
ition 
oc- 3 
dder 
| 
441 


The First Fifty Years 


RIOR to the nineteenth century, the treatment of 
pulmonary tuberculosis was disorganized and 
without rational basis. In the nineteenth century, 
the concept arose that tuberculosis could be cured 
and that there are at least three approaches to in- 
telligent treatment of the tuberculous. These con- 
cepts were: (1) Tuberculosis frequently arises be- 
cause the individual has been subjected to an un- 
satisfactory environment, inadequate diet and im- 
proper living conditions so that he lacks the resist- 
ance to fight infection with the tubercle bacillus 
discovered by Robert Koch in 1882. Treatment, 
therefore, consisted in reversing this unfortunate 
grouping of circumstances and in putting the indi- 
vidual at bed rest amidst surroundings and influ- 
ences calculated to enhance his resistance to the 
infecting organisms. (2) Tuberculosis is an ulcerat- 
ing disease like other diseases; therefore surgery 
—by putting the lung at rest or by removing the 
most seriously affected portions of pulmonary tissues 
—could be curative. (3) Tuberculosis is an infec- 
tious disease and, like smallpox or diphtheria, can 
be prevented or cured by using appropriate biclogical 
substances. 

Although these concepts were first formulated in 
the late nineteenth century, their full effectiveness 
was not felt until the beginning of the twentieth cen- 
tury. It is well to recall that the first concept, the 
one popularly termed the “hygienic-dietetic treat- 
ment,” originated in England with the sanatorium 
of George Bodington but was really exploited fully 
for the first time by Brehmer and Detweiler in the 
Black Mountains of Germany. Edward Livingston 
Trudeau learned of this when he was found to be 
tuberculous and after winning his fight for recovery 
in the Adirondacks, he started the “Little Red’ near 
Saranac Lake, New York, as the forerunner of the 
sanatorium system in this country. From this flow- 
ered a movement embodying prolonged rest as a 
means of therapy for tuberculosis. 

As we celebrate the fiftieth anniversary of the 
establishment of the Virginia Tuberculosis Associa- 
tion, we may well pause to review some of the pages 
of history recorded in Virginia medical publications. 


Read before the Virginia Tuberculosis Association at 
Richmond, April 8, 1959. 
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SYDNEY JACOBS, M.D. 
New Orleans, Louisiana 


Here we note the enthusiasm of the physicians con- 
ducting the anti-tuberculosis efforts, their success 
and failures and their detailed observations. For 
example, Dr. James A. Burroughs reported in the 
Virginia Medical Semi-Monthly for March 12, 
1909: “The first factor in treating tuberculosis is 
climate; the second, food; the third, intra~pulmonary 
medication; and the fourth, internal medication. . . . 
By day the patients are in the sun, resting upon the 
verandas in reclining chairs or upon cots. Those who 
have ceased having fever are instructed to take trol- 
ley rides or carriage drives. While driving, they are 
at times fully two thousand fet above our modest 
little village. With patients who are having fever, 
exercise is practically prohibited. . . . The diet eon- 
sists of cream, eggs, beefsteak, breakfast strip and 
butter and salt ad libitum on everything. Without 
going into detail, I will state that an average adult 
should take daily one pint of cream, one quart of 
milk, twelve raw eggs, a beefsteak twice daily, weigh- 
ing half a pound, several pieces of breakfast strip 
or bacon in the mornings in addition to the beefsteak, 
and not to the exclusion of same, and two baked 
Irish potatoes as large as goose eggs, one potato in 
the morning and one at night. At the noon meal the 
patient should be permitted to eat roast beef, or 
any kind of game, poultry, fish, or anything else he 
wishes, There is one point that I wish to express 
emphatically, regardless of what physiologists say 
upon the subject of osmosis of the skin, and it is 
this: That my patients are rubbed-.on retiring with 
pig’s lard. They are presumed to absorb a portion 
of a pound each week, at least a pound is rubbed in. 
The rubbing helps poor muscles. The lard protects 
the skin from the viscissitudes 01 the weather and a 
goodly portion of it is undoubtedly absorbed. Bear's 
grease is preferable to pig’s lard, as it is certainly 
more easily taken up by the skin. At one time I 
obtained twenty-eight hundred pounds of bear grease 
from Canada, but have only been able to obtain it 
in small quantities since.” 

We know that the hygienic-dietetic method helped 
restore many persons to health; more than this, it 
gave all patients the hope of ultimate recovery and 
enormously stimulated anti-tuberculosis efforts in 


general. With the hope of complete cure and return 
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to useful life, patients could be beseeched to report 
for diagnosis earlier and earlier. It was against a 
background such as this that the beginnings of the 
tuberculosis movement in Virginia burgeoned with 
the popularization of the double-barred cross. The 
Christmas Seal could be effectively and confidently 
sold as a means of educating the public to the value 
of treatment. 

Unfortunately the hygienic-dietetic form of ther- 
apy was found not always to be successful so other 
forms of treatment were added when simple bed 
rest was not sufficient. The surgeons had shown that 
collapse of the lung—either temporarily or perma- 
nently—reduced its volume and promoted healing. 
Six months after Robert Koch had discovered the 
tubercle bacillus in 1882, an Italian physician named 
Carlo Forlanini was compressing the lung by the 
procedure termed artificial pneumothorax. The 
treatment dropped from popularity for a while and 
then, about 1909 when certain technical improve- 
ments eliminated many of its dangers, it became 
very popular. As Drs. Dean B. Cole, Frank S. Johns 
and P. E. Schools reported in the Virginia Medical 
Monthly for May 1926, this procedure had been in 
wide use in Virginia sanatoria for many years and 
was aiding many persons to return to useful and full 
living. Where pneumothorax was not possible be- 
cause of technical considerations, Dr. A. J. Ochsner 
told The Medical Society of Virginia on October 14, 
1924, selected cases could be very adequately treated 
by the rib-removing operation of thoracoplasty. 

Within the past decade, collapse therapy has large- 
ly fallen into disuse because excisional surgery seems 
so much more promising. Since specific drugs have 
become available, thoracic surgeons may now remove 
whole lungs or portions of lungs when other forms 
of treatment have not brought about satisfactory reso- 
lution of the disease. Where treatment has been 
effective up to a certain point but there still remains 
a destroyed portion of lung acting as a present o7 
potential threat to the life of the patient, removal 
of the affected portion may be life-saving. Reports 
in later issues of the Virginia Medical Monthly, 
especially those excellent summaries emanating 
from the Health Department, tabulated for the prac- 
titioner the benefits accruing from this over-all and 
complete treatment of the patient. 


The third concept, that of promoting immunity 


to the tuberculous through artificial means, also re- 
ceived attention in the pages of the Virginia Medical 
Monthly. Robert Koch produced a substance from 
the tubercle bacilli and called it tuberculin. He at 
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first thought that this would act as a vaccine, but 
many experiences showed it to be too powerful for 
this,use. Today it is used solely as a means of diag- 
nosing tuberculosis and has undergone a remarkable 
repopularization. As described in the February 1955 
issue of the Virginia Medical Monthly, “the tuber- 
culin test becomes one of our most valuable weapons 
for the detection and ultimate control of tubercu- 
losis.” 

In 1924, Calmette and Guerin in France produced 
a vaccine (“BCG”) by subculturing a bovine tu- 
bercle bacillus with the ability of inducing resistance 
to tuberculous infection at little hazard to the vac- 
cinated person. As the Virginia Department of 
Health informed practitioners, this vaccine is now 
recommended by the American Trudeau Society for 
prophylaxis but only in certain special situations. 
It can be used only if the tuberculin test is negative, 
indicating that the tested person has not been in- 
fected with tubercle bacilli, and it is not advised for 
general use. Where someone has a particularly dan- 
gerous exposure to tubercle bacilli—as may be true 
for medical students, nurses or in a family where 
contact cannot be broken—it can provide resistance 
to tuberculosis if only for a period of 3-5 years. The 
entirely successful vaccine, analogous to the small- 
pox vaccine of Jenner or the poliomyelitis vaccine 
of Salk, has not yet been announced. 

To the three concepts elaborated in the preceding 
pages, there was added a fourth in the twentieth cen- 
tury: tuberculosis can be combated with specific 
drugs or antimicrobials. The process of using these 
drugs we call chemotherapy. It is interesting to note 
that again the radiance of the double-barred cross 
illuminates the discoveries of these agents and adds 
to the brilliance of the achievement. In 1914, Selman 
A. Waksman began the study of actinomycetes at 
the Department of Agriculture Experiment Station, 
Rutgers University. Among others, A. griseus was 
isolated from the soil and studied. In 1932, Dr. 
William Charles White, chairman of the first re- 
search committee of the NTA, asked him to study 
the fate of the tubercle bacillus in natural environ- 
ments, especially in soils and water systems. It was 
discovered after three years of reseaching that cer- 
tain fungi have the ability to repress the develop- 
ment of the tubercle organisms in the soil, especially 
manured soil. In 1939, he proceeded to study the 
development by soil microorganisms of substance 
active against pathogenic bacteria, substances later 
to be termed antibiotics. The first antibiotic isolated 
in 1940 was termed actinomycin; it destroyed the 
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tubercle bacillus but was too toxic for animal use. 


Later came streptothrycin but streptomycin soon 
appeared and had such promise that further studies 
with streptothrycin were discontinued. Actinomyces 


griseus was re-named streptomyces griseus and when 
the new substance was isolated in January 1944, it 
was termed “streptomycin”. In April 1944 the drug 
was first used in animals and in November 1944 for 
the first time in a human patient. A new era had 
opened. 

Streptomycin was immediately hailed universally, 
but a spokesman for the Medical College of Virginia 
as late as 1947 recalled similar earlier therapeutic 
failures and warned—‘Streptomycin is a dangerous 
experimental drug. The physician should use it only 
with full laboratory control. The patient should sign 
a statement that he understands the limitations and 
the possible permanent damage. At the present time, 
it is not justifiable to use streptomycin on any patient 
who is doing well under the standard methods of 
treatment.” 

One could not hold back the tide of progress and 
soon other drugs were added to the therapeutic 
armamentarium, Para-amino-salicylic acid was soon 
found to be of greatest value when used with strep- 
tomycin to maintain the usefulness of this antibiotic. 
In 1952, isoniazid was announced. Two separate 
pharmaceutical companies worked independently 
with a sulfonamide brought back from Germany by 
the American Occupation forces and elaborated the 
substance which we now know as “INH”. A pre- 
mature press release almost brought mass hysteria, 
but the prompt intervention of the Managing Di- 
rector of the National Tuberculosis Association, Dr. 
James E. Perkins brought together all persons inter- 
ested in its manufacture and clinical application at 
an historic press conference at 1790 Broadway on 
February 21, 1952, and prepared the way for a very 
rapid and effective distribution of the drug through- 
out the country as well as in other lands. As Dr. 
Edward S. Ray concluded in the Virginia Medical 
Monthly for November 1955, “Experience with anti- 
tuberculosis drugs has served to emphasize the im- 
portance of continuous, uninterrupted therapy of 
tuberculosis until the disease is rendered inactive. 
This means, in most cases, the use of two of the 
anti-tuberculosis drugs for a minimum of one year 
and frequently for a period of 2 years or more. In 


the treatment of cases that have irreversible disease, 
one should perform surgery under the protection of 
effective drug therapy and before the tubercle bacilli 
have become resistant to the anti-tuberculosis drugs.” 

Lastly, there appeared the general recognition that 
to be fully effective, treatment of tuberculosis must 
insure that the patient be returned to full social and 
economic usefulness, i.e., rehabilitated. The Virginia 
Health Department may once more be quoted: “All 
physicians dealing with tuberculosis are agreed that 
a good morale is ‘essential’ or at least exceedingly 
important a component in most treatment formulae.” 
Similarly, it cannot be over-emphasized that morale 
must be developed and maintained adequate to the 
purpose after treatment requirements have been met 
by the patient if the latter is to recover from tuber- 
culosis. Barring temporary concessions, mental and 
emotional adjustments must be developed as soon as 
practicable to the point where the patient will hold 
unwaveringly in the fact of whatever medical regime 
may be prescribed either at the time of original diag- 
nosis or in accordance with actual treatment require- 
ments as determined after a period of observation.” 
Never was the cliche “Rehabilitation begins with the 
diagnosis” more adequately validated!!! 

The first fifty years of the Virginia Tuberculosis 
Association have been truly glorious ones. Only in 
small measure have they been written on the pages 
of the Virginia Medical Monthly and similar med- 
ical publications. To a far greater extent they have 
been written on the hearts of those thousands and 
thousands of patients who have recovered from the 
White Plague and perhaps they should be written on 
the pages of the books of those who will never have 
tuberculosis. Most of these people have little aware- 
ness or knowledge of Koch, Calmette and Guerin 
or Waksman and they may never have received the 
personal touch of those Virginia physicians whose 
prototypes were herein mentioned. To all those who 
worked with the Virginia Association, in the un- 
promising past or the thrillingly rewarding present, 
there comes the quiet satisfaction of a job well done, 
of the recognition that while tuberculosis still has 
to be completely conquered, the road ahead is bright 
and appealing. 
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Laryngeal Nerves 


Significance of Paralysis of Recurrent 


With Particular Reference to Patients in Whom the Etiology 
Was Presumably of Inflammatory Origin 


Report of Fourteen Cases 


OARSENESS is a frequent symptom and may 
result from many causes. The usual cause for 
this symptom is acute laryngitis, which begins as 
an ordinary upper respiratory infection and subsides 
in a reasonable period of time as irritation disap- 
pears. Hoarseness that persists and increases in 
intensity should of course suggest the presence of 
a laryngeal growth, either benign or malignant. 

A third group of patients become hoarse as a result 
of disturbance in the motor function of the larynx 
from injury to one of the recurrent laryngeal nerves. 
As the left nerve is several times longer than the right, 
there is a greater opportunity for the former to be 
affected and consequently paralysis of the left nerve 
is much more often seen than the right. One or both 
recurrent laryngeal nerves may be injured from exter- 
nal trauma or more frequently during operation on 
the thyroid gland. In the absence of operation or other 
trauma, paralysis of one of these nerves usually indi- 
cates the presence of a malignant tumor within the 
thorax; when the nerve is invaded in such a case the 
growth should be considered inoperable. However, 
there is a small group of patients in whom paralysis 
of a nerve is apparently on an inflammatory basis, 
comparable to the more frequent involvement of the 
facial nerve as seen in Bell’s paralysis, and in whom 
symptomatic and frequently normal functional ac- 
tivity is restored. 

One patient, previously reported, developed left 
recurrent nerve paralysis following injection of teta- 
nus antitoxin; after a few months the hoarseness 
disappeared and function of the nerve became nor- 
mal. 

Every patient with hoarseness should have the 
larynx examined with a mirror and if paralysis of 
a vocal cord is observed further study of the chest 
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and esophagus should be made. In the absence of a 
demonstrable lesion within the thorax a provisional 
favorable prognosis can be given but the patient 
should be examined from time to time so that changes 
in laryngeal function may be observed. Broncho- 
scopy and esophagoscopy are seldom indicated in 
these patients especially if the disturbance is thought 
to be caused by inflammatory reaction. A preceding 
cold with sudden development of hoarseness is quite 
suggestive of inflammatory nerve paralysis. 

Because of the apparent lack of appreciation of 
the fact that hoarseness from a paralyzed laryngeal 
nerve may have a favorable prognosis, I am report- 
ing fourteen such patients whom I have observed 
during the past twenty years. 


Case I—Mrs. H. T., a white woman, approximate- 
ly 68 years of age, was seen on February 26, 1940. 
Two weeks previously she had become ill suddenly 
with dyspnoea and hoarseness. Her condition rap- 
idly became more alarming and she was rushed to 
hospital where a tracheostomy was done as an emer- 
gency procedure. She was almost moribund at the 
time of operation. For several days after the opera- 
tion, she had fever which subsided following the 
use of sulfapyridine. Several days later a mass, 
thought to be malignant, was found obstructing the 
larynx in the region of the arytenoid areas. 

When I first saw her, there was considerable 
edema and redness present especially in the region 
of the right artenoid cartilage. There was gradual 
improvement in her condition but the tracheal tube 
was kept in place for about two months. At the time 
the tube was removed, there was paralysis of the 
right recurrent laryngeal nerve. 

A year later she was well with a normal voice 
and a normally functioning larynx. 
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Case IJ—D. T., a white man, 39 years of age, 
was examined April 10, 1950. He had noted hoarse- 
ness for five or six years that had varied in severity 
but was constantly present. The only other symptom 
was a little shortness of breath on exertion. Exam- 
ination of the larynx revealed complete paralysis 
of the left vocal cord with redness of both cords; 
otherwise nothing abnormal could be found. A re- 
port from him nine years later stated that he had 
remained well but the hoarseness had continued as 
before. 


Case II]—Y. Y., a white man, 50 years of age, 
was examined October 28, 1943. He has previously 
had symptoms that had been attributed to a gastric 
ulcer but had been well otherwise until two days 
previously when he developed a cold; on awakening 
the following morning, he was hoarse. Examination 
revealed paralysis of the left recurrent nerve but 
nothing else abnormal was found. 

The next day his voice was apparently normal 
but the paralysis had not changed. A year later the 
left vocal cord was still completely immobile but his 
voice was normal. In August, 1952, the patient had 
an operation for gastric ulcer; at that time intra- 
tracheal anesthesia was given. After this he seemed 
to have a cold and noted hoarseness. On examina- 
tion of the larynx, the left vocal cord was still 
immobile and there was a small smooth granulo- 
matous tumor just below the cord. This was removed 
and when the patient was last seen on February 25, 
1959, his voice was normal but the left half of his 
larynx did not move on phonation. 


Case I1V—Mrs. G. C. C., a white woman, 60 years 
of age, was examined November 19, 1948. She stated 
that her throat had always been sensitive and during 
the past five years she had had about a dozen at- 
tacks of severe laryngeal spasm; these usually came 
on during sleep, especially if she had a cold. After 
freedom from these attacks for two years, she had a 
severe attack a week previously following an emo- 
tional upset. In other respects her health was excel- 
lent and she had never noted any hoarseness. Ex- 
amination of the larynx revealed complete fixation 
of the left side. There was nothing to indicate an 
intra-thoracic lesion. The paralysis of the left re- 
current nerve had probably been present for many 
years; the acute episodes of spasm were likely caused 
by aspiration of secretions during sleep. As the 
patient left her home several years later and her 
address is unknown, a report on her present condi- 
tion is not available. 


446 


Case V—Miss G. C., a white woman, 25 years 
of age, was examined November 11, 1938. She was 
well until three months previously when she de- 
veloped an upper respiratory infection that lasted 
only a few days but was associated with hoarseness. 
Following the cold, hoarseness persisted but varied 
in intensity depending upon how much she used her 
voice. She cleared her throat frequently and had 
an insignificant cough that was productive of a 
small amount of mucoid secretion. Since the onset 
of hoarseness, she strangled at times on drinking 
liquids. Her general examination was entirely normal 
except for paralysis of the left vocal cord. Gradually 
her voice became normal and function of the nerve 
was restored. The patient has been seen at intervals 
for the past twenty vears without recurrence of her 
difficulty. 

Case VI—W. V. F., a white man, 57 years of age, 
was well until the first week in April, 1942, when 
he developed a cold in his head and throat with a 
little cough. Three or four days later he became 
hoarse and when he was examined on May 4, 1942, 
the hoarseness had persisted, and was worse in the 
afternoon than in the morning. Because he was a 
railroad passenger conductor, the hoarseness had 
interfered with his work but he felt quite well in 
every other way. There was moderate hypertension 
present with a systolic blood pressure of 186 mm. 
of mercury and a diastolic pressure of 120, but his 
examination was otherwise normal save for paralysis 
of the left vocal cord. Within a period of two weeks, 
his voice began to improve but normal restoration 
of motion was not observed until examination was 
made July 27, 1942. He is now living in retirement 
and a report received from him on February 24, 
1959, stated that he was perfectly well. 


Case VII—L. O. H., a white man, 68 years of 
age, had been bothered with rheumatoid arthritis 
for twenty years but had been able to carry on his 
work as a barber. Seven weeks before my examina- 
tion on November 17, 1955, he had gone to his shop 
as usual. After finishing with his first customer; 
when he called the second one he found he was 
hoarse. His physician examined his throat and find- 
ing that he had paralysis of the left vocal cord 
referred him to me for further study. The patient 
thought maybe his voice was a little better than at 
the onset of his hoarseness. He had no difficulty in 
swallowing solid food but would strangle when fluids 
were ingested too rapidly. His examination revealed 
evidence of arthritis in many joints with especial 
involvement of the hands and elbows. A roentgeno- 
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gram of the chest revealed what appeared to be old 
fibrous tuberculous disease in the upper lobes of 
both lungs. Examination of the larynx revealed 
paralysis on the left side with edema and redness in 
the region of the false vocal cords. This reaction 
was thought to be traumatic from attempting to force 
his voice. When he was examined again on March 
28, 1956, he stated that his voice had improved 
gradually so that he was able to sing six weeks after 
I had first seen him. At the time of this last exam- 
ination his voice was normal and there was no limi- 
tation of motion of the laryngeal structures. 


Case VIII—W. M. G., a white man, 56 years of 
age, was examined March 6, 1953. He has been in 
good health except for rather severe headache for 
three days prior to February 25, when he suddenly 
became hoarse. He consulted his physician at once 
who said he had “flu” and prescribed medicine that 
nauseated him but did not relieve his chief com- 
plaint. His general examination revealed a right 
inguinal hernia, a systolic blood pressure of 220 
mm. of mercury and a diastolic of 134 and paralysis 
of the left vocal cord. When he was re-examined on 
March 16, 1959, he was found to have a normally 
functioning larynx. The hoarseness disappeared 
within two or three months after the onset but his 
voice would become a little husky if he used it too 
strenuously. The blood pressure had been fairly well 
controlled by the administration of anti-hypertensive 
drugs. 


Case IX—V. B. L., a white man, 45 years of age, 
was examined January 2, 1941. The patient was a 
pharmacist and while working in the basement of 
his store suddenly became hoarse about the middle 
of December, 1939. This symptom has persisted but 
was worse at times than at others. He had also 
noted strangling on swallowing liquids too rapidly. 
He stated that his “swallow seemed to be crooked”. 
In July, 1940, he was sent to a tuberculosis sana- 
torium but examination there revealed nothing ab- 
normal save for “redness of the larynx”. At the 
time of my examination there was diffuse redness 
of both vocal cords and paralysis of the left side. 
The inflammatory reaction was attributed to the fact 
that the patient had forced his voice in attempting 
to be understood more clearly. He was advised to 
discontinue this additional effort; when examined 
a month later the inflammatory reaction was greatly 
reduced but the paralysis was unchanged. 


A letter from the patient dated February 25, 1959, 
stated that his condition had not changed a great 
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deal although he thought his voice was little stronger. 
The paralysis has evidently persisted. 

Case X—J. F. J., a white man, 47 years of age, 
was examined May 21, 1945. He had always been 
in good health although he felt that he was “nerv- 
ous”. His only complaint was that he had had three 
strangling spells during the preceding three years. 
Two of these had occurred during sleep; he awak- 
ened strangling with the fear that he could not get 
his breath. One spell had occurred during the day. 
He had not noted any difficulty in swallowing and 
had never noted significant hoarseness. His symp- 
toms were thought to be emotional in origin until 
examination of the larynx revealed left recurrent 
nerve paralysis; on swallowing barium for roent- 
genoscopic study of the esophagus there was definite 
delay of the passage of the material from the pyri- 
form fossae. His symptoms had therefore resulted 
from aspiration of fluid into the larynx from motor 
nerve weakness. 

A letter from the patient dated February 27, 1959, 
stated that he had continued to have spells of 
strangling about two or three times a year. 


Case XI—H. J., a white man, 56 years of age, 
had been well until January 1, 1950, when he de- 
veloped an upper respiratory infection. This cleared 
up completely but recurred in about three or four 
weeks and this time he suddenly became hoarse. The 
hoarseness had varied in severity but when I saw 
him on June 15, 1950, he felt that he was somewhat 
improved. Examination of the larynx revealed pa- 
ralysis of the left vocal cord and roentgenoscopic 
examination of the esophagus revealed a sliding type 
of hiatal esophageal hernia that was not associated 
with symptoms. He was seen again on October 7, 
1950; at that time his voice was almost normal 
and there was little or no limitation of movement 
of the vocal cord. On his most recent examination, 
February 29, 1959, he felt quite well and the 
laryngeal function was entirely normal. 

Case XII—Mrs. M. E. R., a white woman, 67 
years of age, was examined February 4, 1952. She 
had been well until a year previously when she 
gradually became hoarse. The hoarseness was pres- 
ent all the time but was worse when she was nervous. 
She had also noted strangling at times when swal- 
lowing liquids. Examination of her larynx revealed 
paralysis of the left vocal cord; roentgenoscopic study 
of the esophagus revealed an overflow of barium 
mixture into the larynx on swallowing. There was 
also hypertension with a systolic pressure of 180 
mm. of mercury and a diastolic pressure of 128. 
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Further report from the patient was not available 
but the duration of the hoarseness, without evidence 
of other disease, makes the diagnosis of inflammatory 
changes in the recurrent laryngeal nerve fairly 
certain. 


Case XIII—V. J. P., a white man, 31 years of 
age, was examined July 25, 1946. He had been per- 
fectly well until two months previously when he 
developed an upper respiratory infection and a week 
later suddenly became hoarse. He thought he prob- 
ably had laryngitis but when examined by his home 
doctor was found to have paralysis of one of his 
vocal cords and was referred to me for advice. His 
general condition was excellent except for paralysis 
of the right vocal cord. There was no subsequent 
report of his condition. 


Case XIV—C. B. N., a white man, 43 years of 
age, had been well until October, 1952, when he 
developed a cold, associated with hoarseness. This 
cleared up but reappeared two months later. Again 
his symptoms disappeared only to recur two months 
later. When he was seen on September 9, 1953, he 
had been continuously hoarse since February, 1953. 
He had associated strangling on drinking fluids and 
occasional ‘“‘catch’’ on swallowing solid food. His 
examination was completely normal save for paraly- 
sis of the left vocal cord. 

He did not return for further examination and 
his present condition is unknown. 


SUMMARY 


Fourteen patients are presented who apparently 


Television has brought new interest, enjoyment 
and meaning to the lives of millions of the Nation’s 
senior citizens, a prominent specialist on old age 
believes. TV has also done much to eliminate the 
boredom of inactivity for aging people, according 
to Dr. Joseph T. Freeman, chairman of the commis- 
sion on geriatrics of the Medical Society of the State 
of Pennsylvania. 


TV Reduces Boredom for Aging 


had paralysis of a vocal cord resulting from inflam- 
matory reaction in one of the recurrent laryngeal 
nerves. In twelve patients, the left nerve was in- 
volved and in two, the right one. The onset of 
hoarseness was usually sudden and frequently fol- 
lowed an ordinary upper respiratory infection. Ten 
of the patients were men and four were women. 
Complete restoration of normal voice was observed 
in seven patients and normal function of the larynx 
in six. Two of the patients had strangling spells 
only, without hoarseness, and in both the symptoms 
were thought to be emotional in origin until exam- 
ination revealed the true basis for the complaint. 
One of these has continued to have symptoms; the 
other cannot be traced. In two patients, hoarseness 
has persisted; three others cannot be located. Stran- 
gling on swallowing liquids rapidly is a frequent 
symptom in paralysis of a recurrent laryngeal nerve. 

There is no specific treatment for the condition, 
but secondary traumatic laryngitis may be relieved 
or avoided by getting patients to refrain from forcing 
their voices. 
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“Old ladies who used to languish at home, in 
rebellion at being left out of things by their chil- 
dren or grandchildren, now can hardly wait for the 
gadabouts to leave so that the dial can be turned 
to a favorite program,” Dr. Freeman writes in the 
June 13 issue of TV Guipe magazine. 

Television has also given America’s elder citizens 
a renewed interest in their health. 
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Hydrocortisone 


LTHOUGH THE ROLE of the bacteria in the 
genesis of eczema has been suspected since the 
beginning of dermatology, not until recent times 
were clinical cases described which were caused by 
bacterial flora. The French School of Dermatology, 
and principally Sabouraud and Gougerot, systema- 
tized the clinical symptomatology of the then called 
“streptococcides et staphylococcides eczematiformes”’ 
and “dermo-epidermite microbienne”. However, even 
these descriptions do not offer too clear a concept of 
the possibilities of pyogenic organisms as sensitizing 
agents, nor was the difference clear between a true 
microbial eczema and a secondarily infected eczema 
of another origin. 

The reports of Robert,! Storck,2> and Miescher** 
were the first which presented convincing proof that 
pyogenic organisms, which we generally find in the 
normal skin, could not only give local eczematous 
reactions, but could also provoke eczematous sensiti- 
zation at a distance. Filtrates of broth cultures of 
Staphylococcus aureus provoked eczematoid reactions 
with typical spongiosis histologically and with spe- 
cial frequency, in patients with eczema and less often 
in normal persons. In occasional cases, true eczema- 
tous patch test reactions could be obtained with 
organisms cultured from eczema lesions and in va- 
rious types of eczema cutaneous microbes were either 
of major importance or of exclusive significance. 

Rajka™ demonstrated specific, mobile, bacterial 
reagins and, in a few cases, positive blood cultures 
were obtained at the beginning of dissemination of 
an eczema. 

Andersen and Heilesen™ reported that the specific 
manner in which the skin reacts in vivo to certain 
bacterial strains could be paralleled ‘in vitro by 
agglutination reactions. 


In the actual treatment of eczema it is very im- 


Presented at the American Dermatological Essay Con- 
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Aureomycin, Chloramphenicol and 


In Ointments and Pastes as a Treatment for Eczema 


JOSEPH M. VILALLONGA, M.D. 
Falls Church, Virginia 


portant to consider the frequent and important role 
of microbial flora; therefore, it is necessary to com- 
bine antibacterial and antieczematous treatment in 
the therapy of numerous dermatological syndromes. 

Although the treatment of eczema with the com- 
mon antieczematous drugs is successful with some 
of the eczematous patients when it helps the auto- 
sterilization of the skin by drying the vesicles and 
the region, thereby reducing the proliferation of the 
bacteria (Pillsbury and Rebell),” and although the 
antibacterial agents alone can give good results in 
some cases of eczema, it is certainly more rational 
to join both therapeutic agents in order to eliminate 
quickly the possibilities of a microbial sensitization 
at a distance and to eliminate the almost certain 
probability of a local sensitization. 

The association of an antiseptic agent with an 
antieczematous drug is an old concept which was 
frequently followed in the old prescriptions. For 
many years the salts of mercury, silver, lead and 
other metals and antiseptics have been combined 
in dermatological prescriptions with the classic an- 
tieczematous drugs (coal tar, naphthalan, tumenol, 
ichthyol). This type of association was not only 
used for the treatment of microbial eczema, it was 
even utilized as a therapy for all kinds of eczema 
and even for pure pyoderma. Later, these associa- 
tions were abandoned with the advent of substances 
difficult to associate with other drugs, such as the 
colorants, the diluted antiseptics and other medica- 
tions. 

The findings of Robert,! Storck? and Miescher** 
led to a new type of therapy in an attempt to modify. 
the general status of the patient with eczema in order 
to obtain a specific desensitization. But results of 
the use of toxoid and vaccines are often doubtful. 

More recently the antibiotics and corticosteroids 
have proven to be extremely useful drugs, which 
nevertheless when used alone do not constitute the 
ideal therapy for the treatment of eczema. 


Antibiotics attack only the organism factor. Sen- 
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sitization and “eczematous” factors are permitted 
free play. 

Steroids are suppressive only against inflamma- 
tion. They are a tremendous adjunct when intelli- 
gently used, but not the last word, and still expen- 
sive for hospital use. Their use is excellent in aller- 
gic contact dermatitis. Their success is doubtful 
in nummular eczema and other types. 

Our clinical experience in the treatment of several 
hundred patients with pyodermatitis with various 
antibiotic ointments and particularly with chloromy- 
cetin ointment (2%) and aureomycin ointment 
(3%) convinces us of the effectiveness of these 
agents. This experience has shown us that since 
chloromycetin and aureomycin do not have high 
sensitizing index when applied locally, they can be 
safely used in cases of eczema and therefore with 
patients endowed with a hypersensitive (allergic) 
skin. 

Although antibiotic ointments applied on pyo- 
derma and on microbial eczema satisfy an etiologic 
indication, they do not have any direct effect on the 
anatomical lesions which must be modified at the same 
time that we sterilize the lesion. It is understood 
that microbial eczema is the infectious complication 
of a previous dermatitis of different causes. For this 
reason the success of the antibiotic ointments in 
microbial eczema is only partial. 

We are aware, as are Vilanova’"? and other 
authors, such as Sullivan and King,’ of the selective 
action of the podophyllum resin and the podophyl- 
lotoxin on the histological lesion of eczema (spon- 
giosis) and their low sensitizing power when applied 
in concentration of 1/1000 or lower. 

We believe, as do the previously mentioned au- 
thors, in the important role of bacteria in eczema. 
We consider it fundamental to combine in one pre- 
scription: 

a) An excipient or classic base, often without 
penetrant action, but with excellent dermatological 
properties (petrolatum, lanolin, corbowaxes, etc.). 

b) An antibiotic agent (aureomycin, chloroam- 
phenicol, etc.). 

c) An anti-spongiotic drug (podophyllin). 

d) A classic antieczematous, anti-inflammatory, 
antipruritic drug (coal tar, naphthalan, tumenol, 
ichthyol, etc.). 

e) An anti-inflammatory hormone such as hydro- 
cortisone. 

Our research was made in an attempt to find an 
“ideal prescription” for the treatment of patients 
with eczema, who comprise about 25% of the pa- 
tients seen in a dermatologic clinic. 
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METHOD OF STUDY 


One hundred and thirty-five prescriptions were 
prepared. The bases of these ointments and pastes 
were selected from the more classic dermatological 
prescriptions. We preferred the use of pastes as 
bases since we believe with many authors, such as 
Polano,” in the superiority of pastes over ointments. 
Polano pointed out, with reason, that a great many 
of the failures met in general practice in the treat- 
ment of dermatoses are due to the indiscriminate 
prescription of ointments and the neglect of pastes. 

The bases of our prescriptions were: white petro- 
latum, anhydrous lanolin, carbowaxes (carbowax 
400 and carbowax 1500) and a Lassar’s Paste (white 
petrolatum, anhydrous lanolin, zinc oxide and tal- 
cum aa). We incorporated the following drugs 
in these pastes: 

a) Aureomycin 3% (Chlortetracycline H Cl) or 
Chloromycetin 2% (Chloramphenicol ). 

b) Hydrocortisone acetate 1%. 

c) Podophyllum resin 1/1000 and podophyllo- 
toxin 1/1000. 

d) We selected as a complementary medication, 
a group of “antieczematous” agents such as crude 
coal tar, ichthyol, tumenol ammonium, naphthalan 
and precipitated sulphur. All were incorporated at 


5%. 


THE PREPARATION OF OINTMENTS 
AND PASTES 

The majority of the prescriptions were prepared 
by a mechanical incorporation method, performed 
by trituration in a mortar or on a glass slab with a 
spatula. As many of the medicaments to be incor- 
porated into the bases were frequently insoluble in 
the base, it was necessary to reduce them to an im- 
palpable powder. We used a small portion of the 
base and gradually incorporated the -powder to form 
a very smooth nucleus, which could then be incor- 
porated with less effort with the remainder of the 
base, assuring a smooth homogeneous ointment or 
paste. 

In order to prepare some of the ointments with 
carbowaxes, we used the fusion method and the in- 
gredients were melted on a water bath to avoid 
excessive temperature. 

After preparation, the ointments or pastes were 
placed in jars of porcelain or collapsible tubes of 
tin. We personally prepared the majority of these 
ointments and we always tried to follow the maxims 
recommended by the Pharmacy. 

An identification number was assigned and a 
record made containing the date of preparation, the 
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material composition, the technique used in prepara- 
tion, the quantity, the characteristics and physical 
properties such as color, consistency, texture, com- 
patibility, etc. 

Samples of each were submitted to microbiological 
tests immediately after preparation, and the remain- 
der of the medication was carefully stored in an 
automatically regulated themostatic enclosure at 
37°C. The microbiological tests and a careful study 
of the physical properties of all prescriptions were 
repeated after 15, 30 and 250 days. (Tables 1, 2, 
3 and 4) 

Since the loss of therapeutic activity of an oint- 
ment kept at 37°C. is twice that of one kept at a 
normal temperature of 18°C., the loss suffered in 
an ointment or paste kept at 37°C. during six months 
is equivalent to that lost if an ointment were kept 
at a normal temperature for one year. 


An ointment, kept at a normal temperature, must 
not lose more than 10% of its activity in order to be 
manufactured for commercial use. 

From the pharmacological point of view, the most 
important problem was to determine the behavior 
of the antibiotics incorporated in the prescription. 
If they suffered an immediate alteration, it would 
not be possible to incorporate them into the classic 
bases, and if the alteration occurred later, it would 
be necessary to advise the patients of this possi- 
bility, and it would also be impossible to prepare 
large amounts for hospital or commercial use. 

We first assayed different methods in order to 
learn the degradation of the antibiotics. We repeated 
the assay methods after 15, 30 and 250 days in order 
to have a chronological record. 

Six months later, we experimented with these 
same medications in the clinic. 


mm. 
40r TABLE #1 - ASSAY "A" 


36} DIFUSSION CHLORAMPHENICOL 2% 


32 
28 
24 
20 


i. i i 


assay day 0 cee 


assay day 250 


iL L iL i i iL i 


| 7 20 27 32 40 47 54 56 58 6i 68 74 82 86 89 92 93 


Chloramphenicol 2% in the following bases and combinations of active drugs 


7 (Anhydrous lanolin 98.00% 
Lassar’s paste _____ -.. 93.00% 
40 ammonium - 5.00% 


92.90% 
68 {Coal tar (crude) 
Lassar’s paste 92.90% 
Podophyllum resin 0.10% 
Podophyllotoxin 0.10% 
Carbowax 400 49.00% 
86 |Carbowax 1500 49.00% 
(Carbowax 400 47.50% 
89 | Carbowax 1500 47.50% 
3.00% 
92 Carbowax 1500 _____ rae 24.50% 
| Lassar’s paste __- 49.00% - 
Carbowax 400 23.25% 
Carbowax 1500 23.25% 
[Coal tar (crude) 5.00% 


* Lassar’s Paste: we used | white petrolatum, anhydrous lanolin 
P 


Zinc oxide, talcum . 


+ Unstable mixtures (loss of homogeneity and physical properties) The remaining prescriptions 
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retained their antibiotic activity during the test period (250 days stored at 37° C.) 
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TABLE #2 - ASSAY "A" 


DIFUSSION AUREOMYCIN 3% 


ASSAY Gay 
assay day 30 —— 
assay day 250 


ry 


2 8 2 28 34 41 48 55 63 59 62 69 75 83 84 87 96 97 98 


Aureomycin 3% in the following bases and combinations of active drugs: 


2 (White petrolatum ____- 97.00% 
8 (Anhydrous lanolin _- : 97.00% 
21 (Lassar’s paste* 4 _... 97.00% 
Lassar’s paste 92.00% 
28 |Coal tar (crude) ______ 
34. |Naphthalan _ 5.00% 
41 |Tumenol ammonium 
Lassar’s paste 92.00% 
48 | Ichthyol 5.00% 
Lassar’s paste ____ 92.00% 
55 |Sulfur (precipitated) 5.00% 
96.90% 
63 |Podophyllum resin ________ 0.10% 
Podophyllum resin ___-_ 0.10% 
pate 91.90% 
Coal tar : 5.00% 
Podophyllotoxin 0.10% 


Lassar’s paste _____ 91.90% 
75 |Naphthalan 5.00% 
Podophyllum resin 0.10% 
| Naphthalan 5.00% 
| Podophyllotoxin 0.10% 
Carbowax 400 ______- : 48.50% 
| Hydrocortisone acetate : 1.00% 
(White petrolatum 47.50% 
Anhydrous lanolin 47.50% 
| Chloramphenicol | 
(White petrolatum 48.00% 
Anhydrous lanolin 48.00% 
| Hydrocortisone acetate 1.00%. 
(White petrolatum 47.00% 
Anhydrous lanolin __ 47.00% 
98 |Hydrocortisone acetate ____- 
| Chloramphenicol 2.00% 


* Lassar’s Paste: we used [{ white petrolatum, anhydrous lanolin 


Zinc oxide, talcum... 


+ Unstable mixture (loss of homogeneity and physical properties). The remaining prescriptions 
retained their antibiotic activity during the test period (250 days stored at 37° C.) 


There are different methods to analyze the active 
drugs or antibiotics incorporated in ointments. But 
it seems that the usual chemical methods with ex- 
traction of the excipient and determination of the 
active drugs or antibiotics (purity test with colori- 
metric method, method of dilution, etc.) are not 
efficient. 

For example, the N or Cl of the molecule in the 
chemical composition of chloramphenicol is deter- 
mined. When chloramphenicol suffers any altera- 
tion, it generally is hydrolized and the N or Cl per- 
sist, but pharmacologically and therapeutically it 
becomes inactive. 

We tried to assay chloramphenicol contained in 
our ointments by the “Ultraviolet Method” (Beck- 
man), but it was not accurate. Faulty results were 
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obtained with coal tars and benzene groups, and in 
two of the ointments tested, 200% of chlorampheni- 
col was indicated, which of course was not possible. 

The “Bratton Marshall Method” might be more 
accurate, but we chose the microbiological methods 
since they are universally accepted. 

We tried several microbiological methods such as 
dilution, drop-on-plate, cylinder-plate, filter paper 
disc and agar-cup. We selected the agar-cup method 
because it was routine and well known in our lab- 
oratory. 


ASSAYS AND METHODS 
A) We assayed the antibiotics of all our prescrip- 
tions directly by the agar-cup method. 
.B) We selected ten prescriptions with 2% Chlor- 
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TABLE #3 - ASSAY "A" 


DIFUSSION Chloramphenicol 2% 


and Hydrocortisone 1%. 


assay day 0 ccm A 


assay day 30 cum am 


assay day 259 ee / \ 


4 10 23 30 36 50 80 94 64 71 77 865 43 87 91 98 


Chloramphenicol 2% and Hydrocortisone acetate in the following bases: 


(Anhydrous lanolin ______- 97.00% 
(Lassar’s paste* 97.00% 

Lassar’s paste 92.00% 

Coat tar’ (crege) $.00% 

Naphthalan 5.00% 

Lassar’s paste ______ 

Ichthyol 

Lassar’s paste 96.90% 

Podophyllum resin _________. 

Lassar’s paste 

Podophyllotoxin 

Lassar’s paste 91.90% 

Coal tar (crude) 5.00% 

Podophyllum resin _. 0.10% 

Lassar’s paste 91.90% 

Podophyllotoxin 

Lassar’s paste 

Naphthalan 

| Podophyllum resin 


(Lassar’s paste 91.90% 

(Carbowax 400 47.00% 
Carbowax 1500 47.00% 
400. __. 24.50% 
|Lassar’s paste 48.00% 
{White petrolatum 47.00% 
Anhydrous lanolin __- ; 47.00% 
| Aureomycin __ 3.00% 


* Lassar’s PASTE: we used 
White petrolatum 
Anhydrous lanolin 
Zine Oxide 
Talcum 


+ Unstable mixtures (loss of homogeneity and physical properties). The remaining prescriptions 
retained their antibiotic activity during the test period (250 days stored at 37° C.) 


amphenicol and we assayed this antibiotic by the 
agar-cup method after chemical extraction of the 
base in the Soxhlet apparatus. 


Assay A 


Agar-cup Method: This method called “cup 
method”, “hole plate method”, “cup plate method” 
has been used by several authors who modified the 
procedures slightly. There seems little doubt that 
the cup method is by far the most useful routine 
assay procedure. 

We can find as a precedent of this method the 
reports of Reddish.” 

The accuracy of the procedure is adjudged to be 
within +25% and perhaps considerably less when 
it is properly employed. Literature on this method 
is extensive. 

Fleming”! described in 1942 the method which he 
calls the hole or agar-cup method. The author rec- 
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ommended a culture plate of agar planted with Sta- 
phylococcus, Streptococcus or other suitable microbes. 

According to Foster and Woodruff” the use of 
Staphylococcus aureus as the test organism is at- 
tended by many practical difficulties, (the necessity 
for using young broth cultures, day to day variation 
in biological characteristics, etc.). To overcome these 
and other difficulties, these investigators have sug- 
gested substitution of Bacillus subtilis for the Sta- 
phylococcus. 

In our research, a sensitive strain of Bacillus 
subtilis (A.T.C.C. 9466) was used as the test organ-— 
ism and it was cultivated submerged in 100 cc. of 
nutrient broth on a shaking machine until maximum 
sporulation took place (7 to 14 days). The culture 
was then pasteurized to destroy the vegetative cells 
and titrated under the condition of the assay to 
determine the optimum amount of inoculum. That 
amount was used thereafter for as long as that cul- 
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ture lasted. The spore cultures were stored in a 
refrigerator and could be used indefinitely; practical- 
ly complete standardization of the inoculum was 


thereb 
nated. 

We 
larger 


y achieved and its daily preparation elimi- 


used special culture plates. These plates are 
than normal and their use facilitates the 


numerous assays of the ointments to be tested. We 


have two different-sized plates (20 cm. x 32 cm. 
and 38 cm. x 26 cm.). 

The sides of these plates are made of steel and 
the bottom is made of glass in order to permit the 
taking of pictures. They are dismountable for easy 
cleaning. With these plates it is possible to assay 
from 40 to 54 samples at the same time. 

Two hundred and eighty cc. of an agar culture 


TABLE #4—ACTIVITY RESULTS OF ASSAY “B” 


prescriptions stored at 37° C. 


day 0 


day 30 


day 250 


97.0% 
97.0% 


97.2% 


94.6% 


100.0% 


95.4% 


94.3% 


80.0% 


150.0% 


1 100.0% 


96.5% 
95.4% 
97.0% 
94.0% 
97.0% 
95.4% 


94.4% 


89.0% 


60.0% 


99.0% 


93.0% 


89.0% 


93.5% 


93.0% 


94.0% 


95.4% 


94.4% 


40.0% 


50.0% 


99.9% 


Composition of prescriptions 


| Chloramphenico] 200% 

74 (Podophyllum resin 0.10% 

| Hydrocortisone 1.00% 
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* LAssar PAsTE: we used 


zinc oxide, talcum. . 


Hydrocortisone acetate 1.00% 
$3. 
Hydrocortisone acetate 1.00% 
(000-1900) 49.00% 
91 | Chloramphenicol] _ 2.00% 
| Hydrocortisone acetate 1.00% 
(Carbowax (400-1500) 94.00% 
2.00% 
[Hydrocortisone acetate 1.00% 


white petrolatum, anhydrous lanolin, 


** Unstable mixtures (loss of homogeneity and physical properties) 
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| — | % loss 
61 | 4.0% 
68 | 8.0% 
74 | | 3.7% 
| 
: 80 6.0% 
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0% 
0% 
0% 
10% 
10%o 
0% 
10% 
10% 
10% 


medium was melted before it was apportioned into 
plates. The melted agar was cooled at 42°C. 

Forty cc. of melted agar was seeded with Bacillus 
subtilis (A.T.C.C, 9466) and apportioned in the 
same plate. This seeded agar made a second layer 
on the surface of the first culture medium of ap- 
proximately 15 mm. thickness. 


From this culture, plate discs were punched out 
with a cork borer attached to a vacuum pump. The 
removal discs were discarded. 

Then three or four drops of a standard solution 
of Chloramphenicol were placed with a capillary 
pipette in alternate holes of the plate. The standard 
is a water distillate solution (7 gammas per cc.) of 
a recrystallized synthetic: (D-threo-l-paranitro- 
phenyl-2-dicloro-acylamido-1, 3-propanediol) pre- 
viously confronted with a biological standard. This 
standard advised us if the growth of the Bacillus 
subtilis was or was not regularly uniform in all the 
plate. Occasionally we used standards of commer- 
cial ointments with Chloramphenicol 2% or Aureo- 
mycin Cl 3%. 

In the remainder of the holes we placed the dif- 
ferent ointments to be tested. We recommend that 
the ointments be kept in tubes equipped with a nasal 
canula, which makes this operation easier. 

The plates were incubated for five to six hours at 
SIPC. 

By the end of incubation the holes are surrounded 
by a circular zone where no bacterial growth has 
occurred. The diameter of the zone depends on the 
concentration of the antibiotic and on the diffusibility 
of the ointment’s base. 

Immediately after incubation, the plates were 
placed over a photographic film which was then 
exposed by directing a light through the plate. This 
method produces an accurate contact print which then 
can be exactly measured. 

Three holes were employed for each ointment 
investigated. 

The diameters of the zones of inhibition were 
accurately measured and the results were recorded 
on a graph. (Tables 1, 2 and 3) 

We repeated the assay at 15, 30 and 250 days. 


Results—Assay A: 


(1) Each antibiotic diffused approximately the 
same as the other when in the same prescrip- 
tion. 

(2) The diffusion was greater in the carbowaxes 
than in other bases. 


(3) Prescriptions #89, #92, #84, #87, #96, #43, 
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and #91 were found to be unstable (loss of 
homogeneity and physical properties). 

(4) The remaining prescriptions retained their 
antibiotic activity during the test period. 


Assay B 


Ten prescriptions with 2% Chloramphenicol were 
selected and the bases were chemically extracted by 
routine chemical procedure in the Soxhlet apparatus. 

We obtained a problem solution of the Chloram- 
phenicol which remained in the ointment and assayed 
it by the agar-cup method. 

The extraction of excipients in the Soxhlet ap- 
paratus is a chemical routine and we do not consider 
it pertinent to describe it in this paper. 

The results obtained through this method (Table 
4) were very accurate, (+ 3%). 


Results—Assay B: 
(1) Paralleled the results in Assay A. 


(2) Prescriptions #91 and #97 were found to be 
unstable (loss of homogeneity and physical 
properties ). 

(3) The remaining prescriptions in Table 4 suf- 
fered less than 10% loss of biological activity 
in the 250-day test period, when kept at 


CLINICAL STUDIES 
During several months patients with eczematous 
dermatitis were treated with the prescriptions assayed 
previously in the laboratory. The ointment or paste 
was applied three times daily. Patients were observed 
every other day for a period of two to four weeks. 
“Patch tests” were conducted with these formula- 
tions. These tests were carried out to determine 
possible irritant and sensitizing properties of these 
prescriptions. The tests were performed according 
to the technique recommended by Schwartz and 
Peck.2 The results are found in Table 5. 
Results: Of 250 patients (106 males-144 females) 
treated with prescriptions #71 and #69, the follow- 
ing results were obtained: 
Of 150 patients treated with 2% Chloramphenicol 
(Prescription #71): 
108 Cleared 
39 Improved 
3 Worse 
Of 100 patients treated with 3% Aureomycin 
(Prescription #69) : 
71 Cleared 


27 Improved 
2 Worse 


TABLE 5 


Curnic AND ‘‘Patcu Test’’ Resuvts tn 250 Eczematous PATieNts TREATED WITH PasteEs Nos. 71 69 


Chloramphenicol 2% 


Aureomycin 3% 


| | 
© ‘Patch Test”’ 
n 
Sis 
| 2 Types and Eczema Localizations & 2 
| 
45 35 | 1 | Mierobial eczema (retro-auricular region*). .. 14/12}; 2] (base) 
8 8 | 0} 0| (nipples and breast)... .. (coalter) 
7 6} 1] 0} (feet)... 5| 3| 2] 0 


(hands). 


| Perleche.. 


| Stasis dermatitis. . 
Intertrigo...... 


Atopic dermatitis 


Contact eczematous dermatitis. 


| 
| 


8 5 3) | Nummular eczema 
s | 5 3 | O | Mixed types................... 
2 | 1 1 0 | Non atopic infantile eczema 


| 
4 | | 
150 | 108 | 39) 3} Total Patients Observed 
| 


Cireumscribed chronic neuro-dermatitis. 


| « 
(both coaltar) 
| 


10| 6] 4] 0 | & 
(chloramphenicol) 
| 


100 | 71 | 27) 2 


The number of patients cleared may have been 

higher since many of the patients who showed im- 

provement failed to return for a final examination. 
Patch tests were conducted with prescriptions #71 

and #69: 

3 patients reacted (2 plus) to coal tar 

1 patient reacted (3 plus) to chloramphenicol 

1 patient reacted (3 plus) to base 


CONCLUSIONS 

(1) That antibiotics could be favorably associated 
with antieczematous drugs, antispongiotic agents and 
corticosteroids in classic ointments and pastes was 
shown in our laboratory and clinical studies. 

(2) Chloramphenicol (2%) and Aureomycin 
(3%) incorporated into classic ointments and pastes, 
such as Lassar’s paste, antieczematous agents (coal 
tar, ichthyol, naphthalan, tumenol ammonium, sul- 
phur), antispongiotic drugs (podophyllin), anti- 
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*Including some seborrhoeic dermatitis localized on the face. 
Paste No. 71—Lassar’s paste 91.90%, coalter (crude) 5%, podophyllum resin 0.10%, Hydrocortisone 1% Chloramph. 


Paste No. 69—Lassar’s paste 91.90%, coaltar (crude) 5%, podophyllotoxin 0.10%, Aureomycin 3%. 


inflammatory hormones (Hydrocortisone acetate) : 
a) maintain their antibiotic properties, in vitro, 
for several months (more than 20 months in 

our investigation ) 

b) lost approximately only 10% of their activity 

c) did not increase their sensitizing power when 

incorporated into these prescriptions 

(3) The antispongiotic action of Podophyllin 
1/1000 was preserved in the prescriptions. 

(4) Pharmacologically, the association of these 
drugs with the classic ointments and pastes produced 
stable and homogeneous mixtures. 

(5) Out of 250 patients treated with these pre- 
scriptions, 179 were cleared after local applications, 
66 improved and only 5 were made worse. 

(6) Patch tests on these patients indicated 2% 
sensitizing index of these prescriptions. 

(7) The intolerances we found were due mainly 
ta: 


MeEpIcAL MONTHLY 


2 7| 3] 0 ” | 5 | 
| 
6| 4] 0 | 7| 31] 0 
= 
- 
10) 5| 5| 0) | 
| 
| 
| 


ph. 


THLY 


Chloramphenicol 1 patient 
Base or Excipient__........-.-_- 1 patient 
SUMMARY 


The role of bacteria in eczematous processes is 
discussed with reference to pertinent literature. 


Aureomycin 3% and Chloramphenicol 2% were 
incorporated into classic ointments and pastes, to- 
gether with antieczematous agents. 


Two methods are described for assaying, in vitro, 
the potency of antibiotic ointments and pastes. 


These methods were employed to determine the 
comparable potency of many such drugs and the 
results are reported. 


The results of the use of these prescriptions on 
250 patients afflicted with various forms of eczema 
are reported. 
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Coxsackie B-5 Infections 


INCE THE ISOLATION of the first of the five 

Group B Coxsackie viruses by Dalldorf, mem- 
bers of this group have been associated with epi- 
demic pleurodynia, aseptic meningitis, and myo- 
carditis in newborn infants.! Coxsackie B-5, al- 
though isolated in 1952,? was clearly related to hu- 
man disease by Syverton et al* and Rubin et al‘ in 
studies of aseptic meningitis occurring in Minnesota 
and Iowa during the summer of 1956. 

Coxsackie B-5 was isolated from 12 patient hos- 
pitalized with aseptic meningitis at the Medical Col- 
lege of Virginia during the summer of 1957. Dur- 
ing this period physicians in Virginia reported fre- 
quent cases of nonbacterial meningitis with a con- 
centration of cases in the lower Peninsula and to a 
lesser extent in Pittsylvania county and in Roanoke.’ 
The evolving role of this virus in human diseases 
and its possible contribution to the increased num- 
ber of cases of aseptic meningitis encountered in the 
state in 1957 is discussed. 


ISOLATION PROCEDURES 


Rectal and throat swab specimens were collected 
in tryptose phosphate broth containing penicillin 
100 units, streptomycin 100 micrograms, tetracycline 
20 micrograms and mycostatin 20 units per ml. Rec- 
tal, throat and spinal fluid specimens were stored 
at —50° C. until use. Each specimen was inoculated 
into HeLa cell® tissue cultures and the cultures ob- 
served for cellular changes. Identification of isolated 
viruses was accomplished by neutralization tests in 
tissue culture with antisera obtained through the 
courtesy of The National Foundation. 


LABORATORY RESULTS 


Adequate specimens were obtained from 49 pa- 
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tients with aseptic meningitis. Coxsackie B-5 was 
isolated from 12 patients, Coxsackie B-4 from two, 
and Polio virus from four (type I, two; type II, one; 
type III, one). Coxsackie B-5 was recovered from 
both rectal and throat specimens from four patients, 
from rectal specimens only in seven patients and 
from the throat specimen only in one patient. No 
isolations were made from the spinal fluid in this 
series. 


CLINICAL 


The clinical picture of patients from which Cox- 
sackie B-5 was recovered was not distinguishable 
from that of other patients seen in this or previous 
years with aseptic meningitis. It consisted of fever, 
headache, malaise, nausea and vomiting, stiff neck, 
and uncomplicated recovery. Pleurodynia was noted 
in one patient. Spinal fluid cell counts varied from 
a few cells to nearly 3000 with three-fourths of the 
counts between 100 and 500. Greater than 50% of 
the cells were polymorphonuclear cells in five of the 
cases. The age range was from five to 35 years with 
half the patients 15 years or older. 

The onset of illness in the first patient from whom 
Coxsackie B-5 was recovered was in late June, 11 
days after she had visited the lower Peninsula area 
at the height of a sharp outbreak of aseptic menin- 
gitis there. Minor illnesses were reported in her 
immediate family, and a nephew and his father sub- 
sequently developed aseptic meningitis. No virus 
was recovered from specimens from these two 
patients. 


DISCUSSION 


Viral meningitis may be due to a variety of im- 
munotypes of polio, Coxsackie, ECHO (Enteric 
Cytopathogenic Human Orphan) or other viruses 
but a single type may predominate in a given area. 
Coxsackie B-5 was not encountered in Minnesota 
prior to the epidemic in 1957, but in that year was 
responsible for large outbreaks in the mid-west.347 

In 1957, Curnen et al® recovered B-5 from 96 of 
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227 patients with aseptic meningitis in North Caro- 
lina and estimated that approximately 10,000 in- 
habitants of Durham County suffered some form of 
acute illness during the period of the B-5 meningitis 
epidemic. Curnen concluded that Coxsackie infec- 
tion and associated disease were widely distributed 
in central and eastern North Carolina during the 
summer of 1957 and that widespread disease with 
this virus was a new experience for that area. Mc- 
Lean et ai* reported epidemic spread of Coxsackie 
in Toronto in 1957. 

Thus, the recently recognized ability of Coxsackie 
B-5 to produce epidemics of aseptic meningitis, its 
recovery in 25% of our cases, its recovery from a 
patient exposed to the outbreak of disease in the 
lower Peninsula, and its role in producing extensive 
disease in our neighboring state indicate that this 
virus contributed to the increased incidence of aseptic 
meningitis in Virginia in 1957. 

The syndrome of aseptic meningitis has been the 
most striking feature of outbreaks of Coxsackie B-5 
infection, but Rubin et al* stressed the broad spec- 
trum of illness noted in their study. Chest pain 
occurred in 19% of their hospitalized patients who 
were 20 years of age or older and family surveys 
revealed minor illnesses consisting of low grade 
fever, headache, nausea, sore throat and other less 
frequent symptoms. In addition, Weinstein” sug- 
gested that Coxsackie may have been responsible for 
a case of pericarditis. McLean et al® have recently 
reported the isolation of Coxsackie B-5 from four 
patients with pericarditis (ages 4-11) and nine chil- 
dren with pleurodynia (ages 8-13 years). Although 
this virus is only one of approximately 50 serologi- 
cally distinct members of the Enteroviruses (polio, 
Coxsackie and ECHO groups), it has produced 
extensive disease and has been associated with di- 
verse clinical illnesses in recent years. 


SUMMARY 


Since 1956 Coxsackie B-5 has been associated 
with epidemic aseptic meningitis, acute benign peri- 
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carditis, pleurodynia, and non-specific febrile ill- 
nesses. The virus was isolated from 12 cases of 
aseptic meningitis at the Medical College of Virginia 
and probably contributed to the frequent cases re- 
ported in the State in 1957. 
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Cancer of the Esophagus 


The Case for Wider Resections 


ANCER OF THE ESOPHAGUS remained 
completely outside the realm of surgical treat- 
ment until 1913 when Torek! reported the first 
subtotal esophagectomy. Since that time, a great 
many procedures, variations in technique, etc., have 
been devised to surgically attack this inaccessible 
structure. The first large series of esophageal re- 
sections with anastomosis was reported by Ohsawa 
in 1933, but these were all distal esophageal lesions. 
Adams and Phemister performed a pioneering task 
in esophageal surgery and are credited with the first 
successful distal esophagectomy and esophagogas- 
trostomy in the United States in 1938.2 Garlock in 
19448 performed the first successful resection for 
a mid-esophageal cancer. Many surgeons have con- 
tributed to our knowledge and technique since then. 
This disease occurs most commonly at the natural 
points of constriction—both extremities and the re- 
gion of the aortic arch. Roughly, upper third—20%, 
middle third—37%%, lower third—43%. These occur 
mostly in males, but they occur in females especially 
in the proximal esophagus. 

Pathologically these tumors are usually poorly 
differentiated epidermoid carcinomas. Occasionally 
an adenocarcinoma occurs at the distal end. These 
lesions tend to spread widely—both laterally and 
longitudinally in the esophagus. Periesophageal 
structures may be involved early, and symptoms may 
be first associated with these extra esophageal ex- 
tensions. In the upper third, the trachea, recurrent 
laryngeal nerve and great vessels may be invaded. 
In the mid-portion, there may be invasion of the left 
bronchus, vertebral bodies, azygous system, pleura 
and aorta. In the lower third the pericardium, 
phrenic nerve and diaphragm may be involved. 
The submucosal spread of epidermoid carcinoma of 
the esophagus is notorious. It has been emphasized 
that a wide dissection both proximally and distally 
is therefore strongly indicated.5 

The symptoms are notoriously late in relationship 
to the development and spread of the tumor. Dyspha- 
gia of course is the chief clinical complaint, and 
pain is late in occurrence and of bad prognostic 
significance. Diagnosis depends on esophagoscopy 
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and biopsy with barium or lipiodal swallows. Often 
these patients will first present with almost complete 
esophageal obstruction. This means that reverse 
peristalsis can be seen fluoroscopically. Differential 
diagnosis is not difficult. Occasionally a Plummer- 
Vinson syndrome is confused, but this occurs in 
females with associated glossitis, split nails, anemia 
and achlorhydria. Cardiospasm may be easily con- 
fused, for often distal esophageal cancers have asso- 
ciated cardiospasms. Repeated esophagoscopy usually 
decides this issue. 

The selection of patients for resection is difficult 
and requires good judgment. Certainly the fact that 
in many large series of cases less than 5% survive 
five years after surgery would indicate that this 
formidable operation should not be lightly entered 
into. The inability to swallow alone makes some 
sort of by-pass justifiable in most cases, since this 
symptom with its associated hyper-salivation makes 
life intolerable. In general, obvious signs of distal 
and regional metastasis mitigate against surgery. In 
this instance treatment must be based on individual 
experiences and ranges from attempts at esophageal 
dilatation to simple gastrostomy. Operability for 
esophageal cancer includes, therefore, most cases 
without evidence of regional or distal spread, and 
in whom decent palliation if not curability can be 
predicted. Attempts must be made to rule out spread 
of the cancer and should include:- 

1. Prescalene biopsy (occasionally a palpable in- 
ferior deep cervical chain node—Virchow’s node is 
present). 

2. Laryngoscopy to determine the status of the 
recurrent laryngeal nerve. 

3. X-ray of anterior surfaces of the thoracic ver- 
tebrae. 

4. Liver examination—both palpation and a brief 
survey of function with BSP alkaline phosphatase 
and prothrombin time. 

5. Bronchoscopy to determine fixation of the 
carina, tracheal or bronchial extension, etc. 

Marked weight loss and inanition are not contrain- 
dications to surgery. Pain, however, is of bad prog- 
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CASE REPORT 
JF—63 year old white female. Patient had dys- 
phagia for approximately four to six months, pro- 
gressive in nature ending with almost complete esoph- 
ageal obstruction. Admission to the hospital was 
precipitated by inability to swallow solid foods. 
(Figs. A & B) 


Fig. A—Apparently well localized esophageal carcinoma 
prior to resection. 


The patient had lost approximately 15 to 20 
pounds during the previous month but had experi- 
enced no pain. 

Past history and review of systems were non-con- 
tributory. Patient had seven children and no history 
of other significant medical diseases. 

Physical examination revealed a well developed 
but emaciated elderly white female appearing chron- 
ically ill. Vital signs were normal. Physical exam- 
ination was within normal limits except for the slight 
emaciation. The lungs were clear to percussion and 
auscultation. The liver was palpated down approxi- 
mately one finger breadth, was smooth and not 
tender. 


Chest x-ray, barium swallow, and fluoroscopy 
were performed and there was found to be an ob- 
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structing organic lesion in the distal third of the 
esophagus. 

Laboratory studies revealed no abnormalities. 
Electrolytes and chemistries were within normal 
limits. The NPN was 33. 

Esophagoscopy revealed a friable large bulky mass 
36 cm. from the incisors. Biopsy report was epider- 
moid carcinoma. 


Fig. B—Same patient as in Figure A—following resection 
of the esophageal carcinoma and esophago-gastros- 
tomy. All lymph nodes negative for metastatic car- 
cinoma but the patient developed recurrence at the 
anastomatic site one year postoperatively. 


After adequate hydration, and transfusion, the 
patient was operated upon on 8/15/57. At the time 
of operation the tumor appeared to be well localized 
to the distal third of the esophagus and a distal 
esophagectomy and esophagogastrostomy was per- 
formed with anastomosis underneath the arch of the 
aorta. 

Post-operative recovery was uneventful, swallow- 
ing of solids was almost immediately possible and 
discharge from the hospital occurred within two 
weeks. 

It was felt that a curable resection had been per- 
formed because there was no peri-esophageal nodes 
present, no gross extension into the lesser sac, and 
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the tumor had not invaded the muscularis of the 
esophagus. 

The pathology report revealed epidermoid car- 
cinoma without evidence of lymphatic extension or 
presence of tumor cells in the resected end of the 
specimen. 

This patient was discharged without post-opera- 
tive complications and returned frequently for visits 
as an out-patient. She is now one year post-operative. 
Her course has been progressively downhill, how- 
ever, and she has clinical evidence of recurrence 
with weight loss and return of dysphagia. 

This patient has been lost to follow up, but it 
would seem that a recurrence of the tumor had 
occurred and, unfortunateley, re-evaluation to rule 
out stenosis of the anastomotic junction has not been 
possible. It is probable that a wider resection above 
and below the esophageal lesion would have been 
wise and would have obviated the possibility of a 
local recurrence. 

This case is presented to illustrate the fact that 
extensive involvement of the submucosal and peri- 
esophageal lymphatics may exist despite a grossly 
well localized tumor mass. It is true that many 
patients with microscopic evidence of carcinoma pres- 
ent in the cut end of the esophageal specimen are 
alive. However, attempts should never-the-less be 
made at wider, more adequate esophageal en-bloc 
resections when and where cases of potentially cur- 
able esophageal cancers are found. 


PREOPERATIVE EVALUATION 


The preoperative management, as in all surgery 
is of vital importance and includes three considera- 


tions: 

1. Adequate hydration and improvement of nu- 
trition. This may be done either by passage of a 
feeding tube (if possible) and high protein, high 
caloric diet or by the intravenous route. Usually 
a hypochromic anemia of rather severe degree exists, 
and must be treated with multiple transfusions. 
Blood volume determinations are a great aid in this 
respect. 

2. Medical evaluation of the patient with empha- 
sis on the cardiovascular and renal status. Blood 
urea, and P. S. P. determinations are important base 
line screening tests. The cardiac status should be 
fully understood by means of electrocardiograms, evi- 
dence of pronounced arteriosclerosis, venous pressure 
and circulation time determinations. Digitalization 
is done only if there is evidence of failure. 

3. Preoperative consideration of the type of sur- 
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gical procedure and surgical approach which best 
suits the patient. 


CHOICE OF OPERATION FOR 
ESOPHAGEAL CANCER 


Mid-esophageal lesions refer to those cancers oc- 
curring at or just below the level of the aortic arch. 
In these cases a left thoracic approach means that 
a difficult dissection behind the arch may be required 
to free the lesion. Usually an ante-aortic esophageal 
gastrostomy or esophago-jejunostomy as described 
by Allison’? is done for these middle third lesions. 
The surgeon must clearly decide beforehand (insofar 
as is possible) whether he should use the left-sided 
approach or whether a right-sided approach would 
be more satisfactory. In general, middle third le- 
sions are more easily approached from the right 
side, and if a jejunal loop is to be used in the 
Roux Y fashion, a separate left abdominal incision 
is made. Both Lewis* and MacManus? have empha- 
sized this reasonable viewpoint. Certainly the goal 
of the surgeon should be the adequate resection of 
the lesion, and a struggle from the left side is of no 
value if it jeopardizes in any way this ideal. Usually 
a lesion below the aortic arch can be resected from 
the left side and an esophago-gastrostomy performed. 
The stomach must be mobilized—the vasa brevia 
ligated and divided, the gastro epiploic arch care- 
fully preserved and the left gastric artery divided at 
its take-off from the celiac axis. The gastrohepatic 
ligament is then divided down to the pylorus and 
the stomach transected at the desired level (usually 
upper-third). If the lesser sac contains tumor, the 
spleen, tail of the pancreas, and associated lymph 
nodes should be removed. The stomach is closed and 
brought into the chest. After adequate mobilization, 
the stomach can easily be brought up to the level of 
the aortic arch. It is emphasized that the esophagus 
behind the arch has a poor blood supply and anasto- 
mosis should be made in the region above the arch 
which is well supplied by inferior thyroid vessels. 
If the tumor invades the stomach than a wide gastric 
resection must be done and an esophago-jejunostomy 
performed. Usually in a high lying middle third 
lesion a Roux Y can be anticipated and a right 
thoracic left abdominal approach planned. Rienhoff'® 
used a two-stage attack—first creating his Jejunal 
Roux Y and one or two weeks later performing the 
esophagectomy and jejunal-esophageal anastomosis. 
This has the obvious defect of performing the ab- 
dominal stage before adequate palpation and decision 
regarding operability of the esophageal tumor can 
be made. Recently, there has been emphasis by 
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esophageal surgeons on wider and more. radical 
esophageal resections for carcinoma of the esopha- 
gus.‘ The original resection of Torek was wide in 
that the entire intra-thoracic esophagus was resected, 
leaving the cervical portion to be brought out as a 
cervical esophagostomy. This was done, not because 
of a knowledge of the anatomic submucosal exten- 
sion but because of a lack of knowledge of methods 
and outcome of esophago-gastrostomy or selected 
esophago-segmental intestinal anastomoses. No at- 
tempt was made to resect esophageal lymph nodes. 
Today there is adequate knowledge to perform wide 
esophageal resections, extensive node dissections, and 
safely mobilize and bring up the viable preferred 
segment of intestine for intra-thoracic anastomosis. 
This knowledge and its application should gradually 
change the discouraging survival rate statistics and 
provide adequate deglutition function as well. For 
this reason, the following outline of preferred pro- 
cedures is presented in an attempt to standardize the 
surgical approach to this discouraging problem: 

1. Operable low-third carcinomas should be treat- 
ed by a left thoracotomy with upper-third gastrec- 
tomy and esophageal resection at a level above the 
aortic arch. An ante-aortic esophago-gastrostomy, 
Roux Y jejunostomy, or interposed right or trans- 
verse colon anastomosis should be performed. Stag- 
ing is done at the discretion of the surgeon. Wide 
lymph node dissection is urged with removal of all 
peri-esophageal fat and lymphatic tissue in an en- 
bloc fashion as well as exploration of the lesser sac 
and removal of lymphatics in the region of the celiac 
axis. 

2. Middle third lesions require a right thoracotomy 
and resection of the entire esophagus to the level of 
the thoracic inlet. A cervical esophagostomy should 
then be established and a staged abdominal Roux Y 
or colon interposition procedure be performed in 
two weeks. Again retrogastric exploration and lymph 
node dissection in the region of the celiac axis should 
be performed. A third stage may be necessary to 
complete a cervical esophageal anastomosis with the 
desired intestinal interposed segment within the 
thorax. 

3. Cervical esophageal lesions do not enter this 
discussion, but seldom deserve consideration for wide 
resection. The extremely poor survival rate for these 
lesions often mitigates against extensive surgery, 
since total laryngectomies and bilateral neck dissec- 
tions often are indicated. Reconstitution of the 
pharynx with an intestinal anastomosis is hazardous 
and poor in function, leaving a patient unable to 
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swallow, often with a draining pharyngostome, and 
facing a miserable existence with added poor prog- 
nosis. Individualization of patients may however 
urge the surgeon to attempt a curative procedure. 
The Wookey procedure! for cervical esophageal 
carcinomas is not an adequate cancer operation and 
should be performed only where palliation is the 
goal. The Nagus plastic tube procedure” for hypo- 
pharyngeal cancers is similarly used only for pallia- 
tion and would seem to have few indications. 

4. Unresectable cancers of the thoracic esophagus 
located at or below the aortic arch should be treated 
with a by-pass procedure only, without heroic at- 
tempts to remove the tumor mass. By-pass here is 
best performed by the esophago-jejunostomy method 
previously emphasized by Allison.¥ 

Occasionally a procedure other than I have de- 
scribed is performed. For the poor risk patient, Ber- 
man has employed a plastic tube reconstruction. 
Popular for a while were extra-thoracic esophago- 
plasties. These included the antethoracic subcu- 
taneous esophago-jejunostomy popularized in 1944 
by Yudin™ and more recently by Ravitch. The ad- 
vantage of this procedure is the fact that break- 
down of the anastomosis between jejunum and 
esophagus drains subcutaneously and does not cause 
fatal mediastinitis. A similar extra-thoracic pro- 
cedure was described by Robertson and Sargeant'® 
in 1950 as a substernal esophago-jejunostomy. 

These procedures are rather infrequently done for 
cancer. Esophagitis with stricture, atresia, etc., pro- 
vide a stronger indication for extra-thoracic esophag- 
eal reconstructive procedures than carcinoma. 


SUMMARY 


1. A discussion of carcinoma of the esophagus 
with emphasis on the lateral and extensive sub- 
mucosal spread has been made. 


2. The frequent occurrence of epidermoid car- 
cinomas at the anastomosis suggests that wider 
esophageal resections with en-bloc dissection of the 
periesophageal fat and lymphatic tissue is strongly 
indicated where curability is attempted. 


5. A brief outline is made of the most desirable 
procedures for both the middle and lower-third 
esophageal carcinomas. 


4. A case is presented which demonstrates the 
probable recurrence of esophageal carcinoma at the 
suture line. This indicates inadequate initial resec- 
tion and emphasizes the need for more radical sur- 
gery where a “cure” is hoped for. 
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New Drug for Parkinsonism 


A new drug has been found to be of “positive 
value” in the treatment of Parkinson’s disease, or 
“shaking palsy,” according to two New York doctors. 
The drug is chlorphenoxamine hydrocloride, a de- 
rivative of diphenhydramine (Benadryl) hydro- 
chloride, which is an antihistaminic and an anti- 
spasmodic. Chlorphenoxamine is especially useful 
for the relief of muscular rigidity, loss of motor 
function, fatigue, depression, and weakness, all 
symptoms of Parkinson’s disease. It is less effective 
against tremor, the most outstanding symptom of 
the disease. However, it provides the patient with 
more energy and strength, greater freedom of motion 
and longer duration of activity than most current 
remedies, Drs. Lewis J. Doshay and Kate Constable 
of Columbia University said in the May 2 Journal 
of the American Medical Association. 

Chlorphenoxamine is “a valuable addition to the 


armamentarium of drugs” for use in patients with 
Parkinson’s disease. Most patients with Parkin- 
sonism need more than one drug to control all the 
symptoms of the disease, and chlorphenoxamine can 
be combined with other drugs that are effective 
against tremor. 

The doctors noted that the side effects of the drug 
are minimal and that it does not appear to lose its 
effect after the patient has been using it for some 
months. The drug was given to 161 patients by the 
New York doctors and 53 per cent were benefited. 

“Experience has shown that if a new drug pro- 
vides 30 per cent of patients greater benefits than 
they were able to obtain from available compounds, 
it has clinical merit.’ Chlorphenoxamine, with its 
record of benefiting 53 per cent, is a worthy addition 
to the long list of drugs now available for the treat- 
ment of Parkinsonism. 
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Altered Brain Function 


Membrane Formation 


HOUGH a large number of papers have been 
written on the subject of “Hyaline Membrane 
Disease” and “Hyaline Membrane Syndrome” and 
a mass of data has been accumulated, no agreement 
as to whether this condition represents a distinct 
and separate entity has been reached. For these 
reasons Potter’s! term “Resorption Atelectasis with 
Hyaline Membrane Formation” seems preferable 
since it is descriptive and non-committal. In es- 
sence, it described the process without singling out 
the condition as a separate disease entity. Gruen- 
wald* was even more emphatic and labeled the 
hyaline membrane as the “eosinophilic red herring”. 
We would not like to go so far as Dr. Gruenwald 
since, though it may be a slightly dried out herring, 
this fish still has a little brain food in it. 

This discussion will begin with a series of ques- 
tions. When and under what conditions does this 
syndrome occur? Is there a single common denom- 
inator? Are there a series of necessary variables? 
Can we arrive at a clear picture of the pathological 
process from the information already available? 

Many of these questions can be answered now, 
though additional work will be necessary to prove 
some parts of the hypothesis and much work is still 
to be done in order to throw light on other supposedly 
etiologically related conditions, specifically mental 
retardation or deficiency. Gruenwald? has answered 
the first question. Three groups of infants appear 
to dominate in this syndrome: premature, those 
showing evidence of intrauterine aspiration, and 
mature babies—either delivered by Cesarean section 
or delivered from diabetic mothers. As Gruenwald 
stated, “In most instances cyanosis or retractions are 
noted shortly after birth. It is thus possible, though 
not established, that the disease has some relation 
to perinatal distress.” 

Only two common factors seem to be present in 
all cases of hyaline membrane formation, whether 
in the neonatal period, adult or experimental produc- 
tion, providing those experimental cases produced 


* Unpublished data. 
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by injection of plasma into the lungs are omitted: 
(1) there is a sufficient increase of capillary per- 
meability in the lung as to allow protein rich edemal 
fluid to escape into the alveoli with insufficient fibrin 
to form a clot, and (2) a set of circumstances which 
allows part of the fluid component to be removed via 
resorption by the alveolar capillary bed and/or sur- 
face vaporization. A study of many stages of the 
dehydrating process, particularly in the respiratory 
bronchioles, reveals both mechanisms to be active, as 
evidenced by the increased surface eosinophilia, as 
one would note in the surface hardening of a gelatine 
block. 

The atelectasis which forms such an important 
part of the histological picture of this syndrome is 
not a constant finding in hyaline membrane forma- 
tion in those conditions where they occur in adults, 
although it may well account for some of the rapidly 
shifting areas of consolidation as seen by roentgeno- 
grams in cases of so-called “virus pneumonia”’. 
Neither has atelectasis been constantly present in 
the experimental production of hyaline membranes. 
The inconsistency in which atelectasis was found 
in the work of De and Anderson* is believed to be 
due to allowing the animals to survive until part of 
them had passed the stage of atelectasis and hyaline 
membranes, as guinea pigs, subjected to 15% COs 
if sacrificed at two and one-half days show both 
atelectasis and hyaline membrane formation.* What 
are the factors concerned with the production of 
atelectasis? In those cases of atelectasis past the 
newborn period, atelectasis results from resorption 
of fluid or air from alveoli beyond partially or 
totally obstructed bronchioles. Another means is the 
lack of negative pressure which can be caused by 
external pressure on the lung. Still a third mecha- 
nism is an improper innervation of the muscles of 
the thoracic cage and diaphragm or muscle weak- 
ness. In the newborn period a fourth factor, the 
persistence of primary atelectasis, must be considered. 


Of these, only the question of incoordination of 
intercostal and diaphragmatic innervation appears 
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to need serious consideration plus the partial ob- 
struction of the bronchioles by hyaline membranes. 
Miller* has shown that there is a lack of coordina- 
tion of the diaphragmatic and intercostal component 
of the respiratory movement, He demonstrated that 
there was first an intercostal movement with a de- 
layed diaphragmatic movement creating a rocking 
motion, causing the marked retraction of the chest 
during the diaphragmatic movement. Miller has 
produced a picture similar to resorption atelectasis 
with hyaline membrane formation in newborn puppies 
by sectioning the vagus nerves. He postulated that 
the defect was due to the faulty reflex innervation of 
the phrenic nerve. 

The initial outpouring of fluid into the alveoli, 
which admittedly can be due to any of the various 
agents or conditions that may influence capillary 
permeability, has been largely attributed to hypoxia, 
too much oxygen, heart failure, hormonal imbalance, 
electrolyte disorder, or some combination of . this 
group. 

It has been suggested that the pulmonary edema 
was “caused or aggravated by anoxic damage to 
pulmonary capillaries”. This seems an unnecessary 
assumption, since pulmonary edema and _ hyaline 
membrane formation is the classical lung picture 
seen in oxygen intoxication when used at levels far 
below those pressures which interfere with the CO. 
exchange by preventing sufficient reduced hemoglo- 
bin to carry CO, or the direct toxic action on the 
respiratory enzyme system.** This mechanism is 
still unexplained, although the possibility of intracel- 
lular CO, retention has been suggested. 

Burns et al® have shown that ACTH and high 
estrogen levels had an adverse effect on the animals 
subjected to oxygen and under certain of the situ- 
ations where this condition is seen, abnormal hor- 
monal levels do exist and more investigation must 
be conducted to clarify the hormonal relationship. 
Lynch’s‘ contention of heart failure has been largely 
discounted since all newborn infants exhibit transi- 
tory right sided heart enlargement in the first two 
weeks of life, as demonstrated by Lind et al.* 

If none of the present theories offers a satisfactory 
explanation, what is known or may be postulated 
to account for some, if not all, of the cases of resorp- 
tion atelectasis, with or without hyaline membrane 
formation, in the newborn? By using the informa- 
tion already available, though not previously applied 
to this subject, an explanation can be offered: we 
are considering a young animal with a poorly de- 
veloped central nervous system. This animal cannot 
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get up and run, it cannot feed itself like an adult, 
it does not even have a metabolic pattern like an 
adult. The failure of those writing in the field of 
neuropathology to use this concept has created the 
chaotic situation which is encountered when one 
tries to evaluate the work on the effects of hypoxia 
on the newborn. It has been clearly shown that the 
oxygen and glucose consumption of the newborn’s 
brain is almost the reverse of that seen in the adult.% 
In the adult the brain follows a rostral to caudal 
decline whereas in the newborn the spinal cord has 
the highest metabolic rate and the cerebral cortex the 
lowest metabolic rate. This changes at different times 
in development and is not the same in all species at 
birth, being dependent upon the degree of maturity 
of the animal at the time of delivery. Herein lies 
the defect in the interpretation of the beautiful 
work of Windle and Becker™ on hypoxia, since they 
chose guinea pigs which have nearly an adult brain 
metabolic pattern at birth. 

Where does this fit into our discussion of hyaline 
membrane formation? Three groups of infants ap- 
pear dominant in this syndrome: prematures, those 
showing evidence of intrauterine aspiration, and 
mature babies, either delivered by Cesarean section 
or from diabetic mothers. Those showing evidence 
of intrauterine aspiration can be considered as hav- 
ing some interference with oxygen, since oxygen 
deficiency is one of the major stimuli for initiation 
of active respiratory effort on the part of the fetus, 
as opposed to the shallow, passive, respiratory move- 
ments of a healthy, well oxygenated fetus in utero. 

In the infant delivered from a diabetic mother, 
one might expect an over secretion of insulin with 
resulting hypoglycemia, which, as far as the nervous 
system is concerned, would lead to identical changes 
as would oxygen lack.“ The diabetic child, in 
addition to having an unstable blood sugar,’ fre- 
quently is premature and over-sized, offering not only 
increased difficulty with labor, but also a higher 
incidence of Cesarean section. Even those infants 
judged mature by weight may be premature when 
evaluated by length of gestation. In addition, they 
may have other hormonal imbalance. 

Miller has shown that the premature newborn does 
not have the same control over the respiratory ac- 
tivity as the full term infant and that it responds 
differently to anoxia. Whether this is related to the 
anaerobic metabolic activity shown to be present 
in the more immature brains by Himwich,’ or due 
to different degrees of development is not settled. 


In the premature any manifestation of hypoxia 
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should be more pronounced in the more caudal por- 
tion of the brain, the exact level would be dependent 
on the degree of maturity and there has not been a 
sufficient number of humans examined to give us 
that information at the present time. From the clin- 
ical side, Miller indicates that some change is tak- 
ing place in the respiratory center since certain res- 
piratory patterns were related to mortality, though 
specific correlation with hyaline membrane forma- 
tion was not made. 

The major defect does not seem to be in the res- 
piratory center which is represented as a poorly 
defined area in the tegmentum of the pons. This 
interpretation is supported by Lynch.’ His work 
also points clearly to the role of the vagus nerve 
whose nuclei are located in a more caudal position 
in the area which would be most subjected to any 
hypoxic or acapnic effects, thus interrupting the 
vagal-phrenic reflex at a central rather than a periph- 
ery level as suggested by Miller. It is even theo- 
retically possible to produce the disturbance at the 
phrenic level of the cervical cord. 

A lesion at the level of the brain stem could also 
explain the edema, since capillary permeability is 
partially under the control of the autonomic nervous 
system. Cameron*® produced death from pulmonary 
edema in rabbits and rats by injecting fibrin into 
the basal cisterna. The edema could be prevented 
by atropine and bilateral sectioning of the vagi. This 
did not appear to be the result of increased intra- 
cranial pressure or changes in the pulmonary pres- 
sures. The explanation for this type of reaction is 
not clear and the edema could not be produced by 
electric stimulation of the peripheral ends of both 
vagi. No reference was made to the effects of elec- 
trical stimulation of the proximal ends of the vagi. 
The edema fluid resembled plasma and in some ani- 
mals red blood cells were released without apparent 
morphological loss of continuity of the vessels. 

Blystad'* demonstrated the presence of respiratory 
acidosis in cases of the hyaline membrane syndrome. 
Schaefer showed that animals, when subjected to 
15% COs, went into pulmonary edema and that 
those animals which did not correct the acidosis 
died, whereas those animals that corrected the acido- 
sis survived. 

It is therefore postulated that the cause of the 
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majority of the cases of resorption atelectasis with 
hyaline membrane formation is the result of anoxic 
damage to the brain steam, resulting in pulmonary 
edema and a disturbed respiratory mechanism result- 
ing in death due to generalized anoxia and acidosis; 
and considering the known additive effects of repeti- 
tious hypoxia, a much improved survival rate will 
be obtained when the treatment is directed along 
the line of correction of the acidosis as mentioned 
by Chapple’ and employing some method of pro- 
viding an adequate oxygen supply to the brain, even 
if this has to be achieved by hypothermia as em- 
ployed in one case by Stokes.!" 
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Report of a Case 


RGENTAFFINOMA (Carcinoids) are well 
recognized lesions of the appendix; however 
they may occur in other parts of the gastro-intestinal 
tract. In these latter locations they have a definite 
malignant potential and may be associated with the 
rare “malignant carcinoid syndrome”. Nevertheless, 


cases may present evidence of prolonged local symp- 
tomatology and morphologic features which empha- 
size the slow development of the malignant aspects 
in these tumors without manifestations of the “malig- 
nant carcinoid syndrome”. 

The following case demonstrates the relatively 
benign development of a large argentaffinoma of the 
stomach which was treated surgically. 


CASE REPORT 


H.R., a 51 year old white male had gastric bleed- 
ing for fifteen years and epigastric pain for the past 
three to four years. During the past fifteen years, 
the patient has received approximately 35 units of 
whole blood. Surgical resection was delayed by 
refusal of the patient until bleeding became alarm- 


ing. 


On admission to Pulaski Hospital, the patient 
was pale. His blood pressure was 110/70 milli- 
meters of mercury. His white blood cell count was 
8,000 per cubic millimeter and his hematocrit was 
15 per cent. A_ gastro-intestinal roentgenological 
examination at this time revealed two and possibly 
three areas of ulceration and several polypoid masses 
in the mid-portion of the stomach interpreted various- 
ly as blood clots or carcinoma. (Fig. 1) 

The patient was given 4,000 milliliters of whole 
blood. An exploratory laporatomy revealed a large 
tumor of the distal portion of the stomach. A sub- 
) total gastrectomy (Hoffmeister) with antecolic anas- 
tomosis and resection of the omentum with incidental 
appendectomy was done, No evidence of lymph node 
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Fig. 1—Preoperative radiograph of the stomach showing 
deformity by polypoid masses of a large primary 
argentafhnoma. 


involvement or other metastasis was seen. 

His post-operative course was uneventful and he 
left the hospital improved. 

He has been followed for nine months and there 
is no evidence of recurrence. There has been no 
vomiting, hematemesis, or melena. 


Pathology 


The resected portion of the stomach was 15 cen- 
timeters long and 9 centimeters wide. It was grossly 
misshapened by a large umbilicated tumor measuring 
6 centimeters by 12 centimeters. In the center of 
the tumor mass there was an area of ulceration meas- 
uring 3 centimeters by 2 centimeters. (Fig. 2) In 
addition there were two small areas of ulceration 
above and below this large ulcer. Although the tumor 
protruded into the lumen of the stomach, on cut 
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section it was apparent that the tumor lay just 
beneath the mucosa and did not invade the mucosa. 
Four lymph nodes were found in the mesentery 
and omentum. 
Three firm masses of tissue each measuring one 
centimeter in greatest diameter were found, on the 
serosal surface of the stomach. 


Grossi* gave a tabular summary of forty cases col- 
lected from the literature up to August 1956 and 
presented five new cases which they collected over 
a fifteen year period. In these cases, the tumors of 
fifteen were incidental findings at autopsy. In eleven 
cases (27.5 per cent) which showed metastases, the 
malignancy was of a very low grade. Most of the 


Fig. 2—Mucosal aspect of resected argentafiinoma of the stomach. Most of the surface is covered 
by intact gastric mucosa with only small areas of secondary ulceration. 


Microscopically the tumor had the features of a 
carcinoid tumor. The tumor was well encapsulated 
and did not invade the overlying mucosa. The cells 
were rather large and contained a moderate amount 
of cytoplasm. The nuclei were moderately hyper- 
chromatic and several mitoses were seen. The cells 
were arranged in cords and islands separated by a 
small amount of fibrous stroma. Poorly formed acini 
were present in scattered areas. (Fig. 3) No tumor 
cells were seen in any of the veins in the sections. 
Staining with Sudan IV showed the tumor cells 
to contain a large amount of lipoid material. 

Examination of four lymph nodes from the omen- 
tum failed to show any evidence of lymphatic spread. 
The three masses of tissue found on the serosal sur- 
face of the stomach were leiomyomata. 


DISCUSSION 


Argentaffin tumors are rare in the stomach. The 
first such case was reported by Askanazy' in 1923 
as an incidental finding at autopsy. Lattes and 
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patients with carcinoids of the stomach survived 
after local surgical resection for recorded periods 
of one to thirteen years. Three cases in which there 
was evidence of regional and distant metastases, 
were surviving ten, thirteen, and thirteen years 
respectively following surgical resection. 

The name carcinoid was first applied by Obern- 
dorfer,* in 1907, to a type of tumor which resembled 
carcinoma histologically but which was apparently 
benign. 

Gossett and Masson‘ in 1914 demonstrated argent- 
affin granules in the tumor cells and postulated that 
the origin of these tumors is from the Kultchitzky 
cells near the basement membrane of the crypts of 
Lieberkuhn. This theory is still widely accepted as 
the best explanation of the origin of these tumors. 
The term argentaffinoma is to: be preferred because 
the tumor cells have an affinity for silver stains and 
since more recent observations indicate that not all 
argentaffinomas are benign. 


Most of the early reported argentaffinomas were 
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from the appendix and this is still by far the most 
common site for the tumor to occur, making up 58 
per cent of 356 reported cases in one recent series 
by MacDonald.® Argentaffinomas have been reported 
as occurring in all levels of the gastrointestinal tract 
below the esophagus, as bronchial adenomas®, and 
even in benign cystic teratomas of the ovary and 
testis.’ 

Lembeck®, in 1953 alluded to an interesting situa- 


Since these first cases were reported, others have 
been described without the cardiac lesions and 
asthma but demonstrating an increased blood level 
of serotonin and increased urinary excretion of five 
hydroxy indol acetic acid. Fein and Knudston™ 
report a case of malignant carcinoid of the stomach 
which metastasized to the liver and produced the 
syndrome. The syndrome has been produced by a 
metastasizing bronchial adenoma.® 


Fig. 3—Argentafinoma (Carcinoid) of the stomach showing cords and nests of uniform cells 
with small round nuclei and a delicate fibrous stroma. H & E stain, 780X. 


tion in which high concentrations of serotonin (5- 
hydroxy trytamine) were found in a number of car- 
cinoids. The following year Thorson et al® presented 
sixteen cases of metastasizing carcinoid of the small 
intestine, all of which presented with a number of 
systemic signs and symptoms calling attention to 
a new syndrome. The common feature in the sixteen 
cases were: (1) carcinoid of the small intestine; 
(2) metastases to the liver and elsewhere; (3) val- 
vular disease of the right heart (pulmonary stenosis 
and/or tricuspid regurgitation) without septal de- 
fect; (4) sudden flushing of the skin; (5) patchy 
cyanosis; (6) frequent watery stools; (7) asthma 
and (8) edema and ascites. 


The secretion of serotonin is apparently respon- 
sible for the vasomotor changes in the syndrome. 
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SUMMARY 


The case of a man with a fifteen year history of 
gastric bleeding is presented. Exploratory laporat- 
omy revealed a large ulcerating tumor of the distal 
portions of the stomach which proved to be an argent- 
affinoma. There was no evidence of metastasis or 
of the “malignant carcinoid syndrome”. The tumor 
was removed by partial gastrectomy. ; 

The patient has made an uneventful recovery and 
is free of symptoms relative to the argentaffinoma 
nine months postoperatively. 
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Chronic 


“Chronic brucellosis” consists essentially of an 
emotional illness, a group of Johns Hopkins Univer- 
sity researchers believe. 

Brucellosis, also called Malta or undulant fever, 
is an infection characterized by tiredness, fever and 
body aches. Caused by Brucella organisms, it is 
usually acquired from cattle, hogs, sheep or goats. 

The Johns Hopkins men, writing in the February 
Archives of Internal Medicine, published by the 
American Medical Association, said brucellosis is 
usually a self-limiting disease. Most patients are 
well and symptom-free within a year after the acute 
attack, although brucellosis is commonly considered 
to be a chronic disease that may persist for years. 
When this happens, the Johns Hopkins men believe, 
the condition results from emotional factors rather 
than physiological ones. 

Of 24 patients who had had brucellosis four to 
six years before the study, eight were fully recov- 
ered; six had had “chronic brucellosis” for a while 
but were recovered, and 10 still had “chronic brucel- 
losis.” 

Careful physical and laboratory examination 
showed that the patients with “chronic brucellosis” 
could not be distinguished from those who had re- 
covered uneventfully after the acute attack. The two 
groups were identical with regard to severity, course, 
and treatment of the acute disease. No evidence of 
persistent infection with the Brucella organism could 
be found in the chronic patients. 

However, the chronic patients continued to show 
physical symptoms even though there was no physio- 
logical reason for them. Their symptoms were non- 
specific-fatigue, headache, “nervousness” and depres- 
sion—much like those appearing in neurotic persons. 
Psychological tests and psychiatric interviews re- 
vealed that the chronic patients had considerably 


VoLuME 86, AvuGustT, 1959 


4. Gosset, A., and Masson, P.: La Presse Medicale 1914, 


Brucellosis 


7. Falkner, S.: Cancer 1956, 9:727. 
8. Lembeck, F.: Nature 1953, 172:910. 


9. Thorson, A., Biorck, G., Bjorkman, G. and Walden- 


strom, J.: Am. Heart J. 1954, 47:795. 
10. Fein, S. B., and Knudston, K. P.: Cancer 1956, 9:148. 


more emotional disturbance than did the recovered 
patients. The majority of the chronic patients ap- 
peared depressed and anxious. 

Most of the chronic patients had had emotional 
difficulties in childhood, and had been experiencing 
significant stresses of some sort during the period 
they were acutely ill. The recovered patients had not 
undergone such stresses. 

They concluded that emotional disturbance was 
“significantly more prevalent” in the chronic pa- 
tients and that their “disease” was primarily emo- 
tional. 

Symptomatic recovery from acute brucellosis “de- 
pends critically on the emotional state of the person 
at the time of acute infecion or in the convalescent 
period. In the wake of an acute Brucella infection 
there is almost always a period of lassitude or fa- 
tigability. In the depressed patient these otherwise 
transient symptoms merge imperceptibly with depres- 
sive fatigue or lassitude and thus appear to be per- 
petuated. 

“The manifestations of the patient’s emotional 
disturbance thus become included by the patient, 
and often by his physician, in the syndrome of 
‘chronic brucellosis.’ ” 

The reputation of brucellosis as a chronic disease 
supports the patient’s tendency to retain his symp- 
toms for long periods of time. In addition, “chronic 
brucellosis” offers a readily available explanation 
for any discomfort that occurs. 

The authors are John B. Imboden, M.D., Arthur 
Canter, Ph.D., Leighton E. Cluff, M.D., and Robert 
W. Trever, M.D., of the departments of psychiatry 
and medicine at Johns Hopkins University School 
of Medicine and the Johns Hopkins Hospital, Bal- 
timore. 


ve 
el | 
ch 
he 
a | 
| 
} 
| 
| 
| 
} 
| 
of 
rat- 
stal 
ent- 
or 
mor 
and 
oma 
9:49. 
| 
HLY 


X-ray Therapy of Sinusitis 


IFTY PER CENT OF PATIENTS treated 
with x-ray for sinusitis will get symptomatic 
relief. This occurs soon after the termination of the 
treatment and is followed by a long period of relief. 
The literature available on this subject is abun- 
dant after the first report by Osmond! in 1923 citing 
excellent results in 12 cases of acute sinusitis. The 
enthusiastic response to this form of treatment ap- 
pears to end sharply after 1948. A review of the 
literature of the past 10 years shows the report of 
Levy* with a 10-year follow-up of 500 of the 1400 
children treated for lymphadenosis and sinusitis. The 
paper includes an excellent bibliography of 106 ref- 
erences of previous reports on this subject. 


RATIONALE 


Roentgen rays have been widely used for the treat- 
ment of inflammatory conditions since shortly after 
their discovery. Experiments to determine the mode 
of action of x-rays in these cases have been reported 
since 1903, as mentioned by Desjardins.’ His paper 
contains many references of reviewed works originat- 
ing in the American and European literature dealing 
with the use of radiation therapy for furuncle, car- 
buncle, trachoma, and other inflammatory conditions. 

The rationale for the use of roentgen rays in the 
treatment of sinusitis rests upon experimental evi- 
dence. Butler and Woolley‘ reported the effects of 
radiation in the infected mucous membranes of 
frontal sinuses of 12 cats. The cavities were punc- 
tured and injected with purulent culture of strepto- 
coceus. Evidence of early destruction of lympho- 
cytes at 48 and 72 hours after irradiation of the 
sinuses was obtained. The thickened membrane 
shrank and became fibrotic after a week or more. No 
injury to the cilia, epithelium, or cellular elements 
other than the lymphocytes was noted. The relief 
of local pressure and pain is apparently obtained 
after the rapid disintegration of large numbers of 
leucocytes which become engulfed by phagocytic 
cells and are removed from the site of inflamma- 
tion®® The tonus of the vessels is restored and the 


From the X-Ray Department, Johnston Memorial Clinic, 
Abingdon, Virginia. 

SCHWARZ, ENRIQUE, Assistant Professor of Radiology, 
University of Illinois College of Medicine. 
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swollen membrane shrinks as observed by Gabriel’ 
in 1926, depending on the amount of x-rays applied. 
The restoration of the normal tonus of the capillaries 
and restoration of a normal circulation after a period 
of slight increased dilatation is effected by small 
doses (100 r). A too large dose will increase the 
dilatation of the vessels and delay the restoration 
of normal circulation, resorption of cellular infiltra- 
tions and decompression of the mucous membranes. 


INDICATIONS 


Following Osmond, several authors reported the 
beneficial effects of roentgen therapy in patients with 
acute sinusitis and less satisfactory results in the 
chronic type.**!© The references dealing with the 
treatment of chronic sinusitis are more abun- 
dant."-!2.13 Our results lead us to agree with Hodges" 
that patients who have had symptoms for some time 
are apt to respond better to treatment and are also 
less susceptible to recurrences than patients with 
acute sinusitis. He does not recommend the treatment 
in the atrophic type of sinusitis and did not obtain 
good result in the chronic hyperplastic type with 
polypoid changes, especially if these were extensive. 
Levin" also does not recommend this treatment in the 
acute state but is enthusiastic about the good results 
obtained in subacute and chronic sinusitis with 
hyperplastic membranes. 

As Crowe! points out, the cases of chronic infec- 
tion of the paranasal sinuses are the ones resistant 
to antibiotic therapy as the penetration of the drugs 
into the abnormal chronically infected tissues is 
almost nil. We feel that the use of radiation therapy 
in these patients is indicated and justified, leaving 
the acute exudative cases in the hands of the spe- 
cialist to be treated by other methods, such as local 
and antibiotic therapy. It should also be used in 
patients who have failed to respond to several types 
of treatment other than irradiation. The observation 
of Butler and Wooley is valid also in cases of 
failure, since roentgen therapy does not interfere 
with subsequent surgery if necessary. 

Less optimistic about the use of this type of 
treatment is Gatewood! whose 22 treated patients 
were not found to be entirely normal clinically after 
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treatment. Also Kornblum is not enthusiastic and 
recommends it only in properly selected cases with 
proper technique and proper clinical supervision. He 
agrees that some patients are benefited by x-ray and 
finds definite relief in acute sinusitis, but affirms 
that chronic sinusitis of any variety is probably 
never cured regardless of the type of therapy used. 


CONTRAINDICATIONS 


It is better not to treat acute exudative sinusitis 
in patients with poor drainage of the affected para- 
nasal cavities.* Patients with hyperplastic sinusitis 
who have extensive polypoid changes will have no 
relief after radiation. this treatment is not recom- 
mended in such cases. The polyps are best removed 
surgically. 


MATERIAL 


Four hundred and sixty-six patients were treated 
for sinus disease between 1950 and 1957 at the x-ray 
department of the Johnston Memorial Clinic. Per- 
tinent data regarding the results of therapy were 
obtained in 306. Most of the patients were referred 
for treatment by the doctors from the clinic (es- 
pecially from the service of the late Dr. R. A. Mori- 
son). Others came directly to the x-ray department 
for treatment. The evaluation of the results was 
obtained from the notes available in the treatment 
chart and the comments from the physician noted 
in the clinical charts at subsequent visits. Some 
patients did not return for follow-up studies. 


CLINICAL FEATURES 


Less than half of the patients were males. Nine 
were under 20 years of age and 17 were under 40. 
The youngest patient treated was seven and the oldest 
78, the majority being over 40. The duration of the 
symptoms before treatment ranged between two weeks 
and 30 years, a large number having symptoms for 
only one year. Symptoms commonly found were 
stoppage of the nose, postural or constant drainage 
in the nasopharynx, headache, and tenderness over 
the infected cavity (the latter sign was not always 
correlated by the roentgen findings). Hypertrophy of 
the lymphoid tissue of the pharynx was also found 
in a part of the patients. In several patients local 
and antibiotic therapy was used, so these were not 
included in the results, as we do not know if the 
relief obtained was due to the antibiotic therapy or 
to the effect from the roentgen rays. 


The treated patients had roentgen studies besides 
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clinical examinations and revealed positive radio- 
graphic signs of sinus disease represented by single 
and more commonly multiple involvement of the 
paranasal sinuses. The roentgen diagnosis was made 
by the well-known signs of diminution of air content 
of the cells or cavitiy, indistinct outline of the 
mucoperiosteal membrane and thickening of the 
mucous membrane. Hypertrophy of the nasal tur- 
binates was a common finding in these patients. 
Almost all had moderate to severe involvement of the 
ethmoids, either alone or associated with maxillary 
or frontal sinusitis. 


TECHNIQUE 


A review of techniques used by others is out of the 
scope of this paper. We use Gabriel’s technique at 
140 K.V., 15 M.A. at 31 cm. distance, 1/4 mm. of 
Cu. and 1 mm. Al. (H.V.L. 0.55). Four treatments 
of 100 to 125 each (in air) were given in 2 weeks 
directed to the sinuses anteriorly. All cavities were 
irradiated at each treatment, using lead shields to 
cover the eyes, eyebrows, upper lip and mouth, upper 
portion of the forehead, and both sides of the face 
face (Fig. 1). Two lateral pharyngeal ports were 


Fig. 1 


treated the third week in those cases where hyper- 
trophied lymphoid tissue was found in the naso- 
pharynx. No more than 100 r per treatment were 
given to those patients having symptoms of recent 
onset. No immediate or late reactions were noted. 
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RESULTS 


Out of the group of 306 patients with available 
data after the therapy, 186 were found to obtain 
prompt symptomatic relief during or at the end of the 
treatment. Thirty-two were also treated at the same 
time with local measures and antibiotics, bringing 
down to 154 the number of patients obtaining relief 
from roentgen treatment alone. This represents 50% 
of the original group. Over one-third of such patients 
were followed-up for periods of one month up to 
seven years (depending upon when the treatments 
were given) and continued asymptomatic. A better 
response was found in patients who had symptoms 
for over six months and generally over two years. 
Sixty had recurrence of symptoms (20%) but 10 
obtained relief after a second series of treatments. 
Nine of the patients with recurrence also had pre- 
vious local and antibiotic treatment. More recur- 
rences were found among those patients having symp- 
toms for less than one year. These recurrences were 
found at the end of one to four years after treatment 
in half of the cases. 


In the other 60 patients roentgen therapy failed 
to improve their condition in spite of the fact that 
16 were also treated with antibiotics and local meas- 
ures, thus considering 44 cases as definite failures 
after roentgen treatment (15%) probably because 
they were not caused by infection but were of allergic 


origin. The most persistent symptom in these cases 
was headache of various localization. 


DISCUSSION 


There is a definite place for the use of roentgen 
therapy for the treatment of sinusitis. The beneficial 
effects of irradiation can be demonstrated clinically 
with prompt relief of symptoms. It is advisable to 
select the patients properly among those who have 
a subacute or chronic infectious type of sinusitis, 
especially in those cases where more conservative 
modes of treatment have failed. Patients with acute 
sinusitis will have less beneficial results if not prop- 
erly draining, and those with extensive polypoid 
formation are best treated by other methods. 

if symptoms recur within one-half year after com- 
pletion of the treatment, a second trial is not advised 
as the possibilities of obtaining good results are 
minimized, but recurrences after that time did im- 
prove with repeated treatment. Careful shielding 
around the areas treated should be done with addi- 
tional protection of other parts of the body. 


474 


SUMMARY 


1. Four hundred and sixty-six cases of sinusitis 
were treated with roentgen therapy in a period of 
eight years. Results were evaluated in 306 patients. 
The technique used is described. Proper shielding 
and protection of the patient is emphasized. 


2. Prompt relief of symptoms was found in 50% 
of cases. Best results were obtained in patients with 
chronic sinusitis with symptoms lasting over two 
years. Careful selection of cases is important. 


Clinical and experimental data exist to prove the 
value of roentgen therapy in sinusitis. 


Grateful acknowledgment is given to Dr. R. A. Harvey 
for the revision of this manuscript and to Miss M. Preston 
and assistants for their kind help. 
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A widely used appetite suppressant has been 
found to be ineffective in helping obese persons. 
The suppressant—phenylpropanolamine—is a com- 
mon ingredient of weight-reducing drugs which are 
offered to the public without prescriptions. It has 
been estimated that about 100 million dollars is 
spent annually for such drugs. 

The report appears in the June 27 Journal of the 
American Medical Association. Headed by Dr. Jo- 
seph F. Fazekas, Washington, D.C., the group 
undertook the study to determine the merits of the 
non-prescription drug as compared with dextro 
amphetamine, a prescription drug with known appe- 
tite suppressing qualities. 

The authors said that any effective weight-reduc- 
ing program must be administered by a physician 
who understands the psychological factors which 
are encountered by persons undergoing treatment. 
To control these psychological factors, the scientists 
selected 80 obese mentally deficient subjects for their 
study. The subjects were physically normal and 
had been residents of the institution for a number 
of years. Their body weight had been recorded 
monthly since admission. The subjects had never 
been under any dietary restriction and their daily 
food intake consisted of a well balanced diet known 
to contain about 3,000 calories which was well above 
their energy requirements. 
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Johnston Memorial Clinic 
Abingdon, Virginia 


The 80 subjects were divided into four nearly 
equal groups and the blind procedure was employed 
where neither the recipient nor the administrator 
knew what agent was being given. 

The subjects were given one of the drugs under 
investigation three times a day, one hour before 
meals, for a period of six weeks. To make certain 
of their ingestion by the subjects, the drugs were 
given by cottage supervisors. 

According to the authors, “Phenylpropanolamine, 
when administered in recommended doses, and even 
in twice the supposedly therapeutic doses, failed to 
effect a statistically significant reduction in weight. 

“The administration of dextro amphetamine . . 
was associated with a statistically significant reduc- 
tion of weight. The weight loss apparently results 
primarily from a reduction of food intake due to a 
diminution of appetite.” 

“The results of the present investigation lend 
support to the concept that phenylpropanolamine 
does not exert a marked central nervous effect, at 
least insofar as appetite reduction is concerned.” 

The scientists concluded that in view of the many 
psychological and physiological factors involved, as_ 
well as the recognized increased incidence of certain 
diseases in the obese population, weight reduction 
should be supervised by physicians, particularly 
when drugs are used. 
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Torsion of a Normal Fallopian Tube 


Complicating Pregnancy 


A Case Report 


N 1952 Kushner and Rosenbaum! reviewed the 

literature relative to torsion of the fallopian tube 
complicating pregnancy and reiterated the rarity of 
its occurrence. They reported one case of their own. 

The following is another case which occurred at 
the 37th week of gestation and mimicked premature 
separation of the placenta. 

Mrs. B.M., a primagravida aged 20, was first seen 
in our office on April 9, 1958, when she was in her 
11th week of pregnancy. Her history was not re- 
markable and her L.M.P. was 2/19/58. The phys- 
ical examination revealed no abnormalities and the 
pelvic organs were within normal limits for the 
stated length of gestation. 

In the 23rd week of pregnancy the patient noted 
a sanguineous stain on the tissue following urina- 
tion, but examination could not reveal either the 
presence of blood or the cause of the earlier bleeding. 

During the early hours of 11/4/58, three weeks 
prior to the expected date of confinement (11/26/58), 
the patient was seized with pain in her LLQ which 
became progressively worse. Examination revealed 
the left side of the lower uterine segment to be 
tender and there was some splinting of the abdom- 
inal wall. The fetal heart sounds were good. There 
was a slight bloody discharge. Pelvic examination 
revealed the cervix to be long, closed and the vertex 
was dipping into the pelvis. The placenta could not 
be localized. 

A diagnosis of premature separation of the pla- 
centa was made and the patient was prepared for 
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Cesarean section because of the unfavorable cervix 
and floating vertex. 


At surgery the uterus was enlarged to term gesta- 
tion. The baby was presenting in LOT. position 
with the vertex floating. The placenta showed min- 
imal separation along one edge, which explained the 
slight bloody discharge prior to surgery, but not 
enough to explain the severity of the symptoms. Fur- 
ther exploration revealed the left tube to be twisted 
upon itself three complete turns. The distal half 
was enlarged, forming a mass approximately 6x4 
cm. and appeared purplish black in color. The left 
ovary was elongated, suggestive of the infantile ovary. 
The right tube and ovary appeared normal. 

A low flap cesarean section was performed and this 
was followed by a partial left salpingectomy. The 
patient had an uneventful non-morbid course and 
was discharged in good condition on her 6th post- 
operative day along with her baby. 


SUMMARY 


A case of torsion of a normal fallopian tube com- 
plicating pregnancy is presented. 
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Public Health .... 


Typhoid Carriers 


A typhoid carrier is a person who harbors typhoid 
organisms and discharges the bacilli from his body, 
most frequently in his stools. About 50 per cent of 
cases continue to discharge typhoid bacilli in their 
feces for three weeks after the onset of the disease 
and a small per cent continue to discharge them for 
three to five months. These are called convalescent 
carriers. A chronic carrier is a person who has not 
suffered from typhoid fever within the previous 
twelve months and who discharges the bacilli. These 
persons may or may not have had a clinically recog- 
nized attack of typhoid fever but are known to have 
discharged the organisms for at least one year. Per- 
sons who harbor the organisms without having had 
a clinically recognized case of typhoid fever are 
called healthy carriers. A healthy carrier is usually 
a chronic carrier. The use of antibiotics in the treat- 
ment of typhoid fever tends to mask the presence of 
the organisms and examination of stools to detect 
their presence should not be considered conclusive 
until specimens are taken at least ten days after the 
cessation of administration of these drugs. 

Typhoid fever has a world-wide distribution. Dur- 
ing the Spanish-American War both incidence and 
mortality were high in army camps. This led to 
provisions for acGequate military sanitation followed 
by the use in 1911 of prophylactic typhoid vaccina- 
tion, which was made compulsory in the same year. 
Improved measures for sanitation were instituted to 
protect civilian populations and today supervised and 
approved milk and water supplies together with the 
sanitary disposal of sewage have reduced the inci- 
dence of typhoid to a minimum. The incidence today 
seems to be greater in rural areas than in the cities. 

An interesting fact about the development of car- 
riers is that older persons are more likely to become 
carriers than children and females are more often 
carriers than males. The highest frequency is found 
in females in the 40-49 year age group. In Virginia 
there are 73 registered female carriers and 30 regis- 
tered male carriers. The median age of the female 
carriers is 56 years; the oldest is 82 and the youngest 
is 11. 
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Unknown carriers are more dangerous than known 
carriers. The latter are recorded in health depart- 
ments, are fully informed as to their condition, are 
given instructions regarding personal hygiene, the 
disposal of their body wastes, and the protection of 
others. Household Contacts and those most closely 
associated with them are given typhoid vaccine with 
booster doses at directed intervals. Carriers are not 
allowed to be in occupations where they might handle 
food or drink of any kind. It can be readily under- 
stood that a carrier employed as a cook, a waiter, a 
dishwasher, a nurse, or where he might handle milk 
or milk products, or in bottling works is a special 
menace. They are kept under the continued super- 
vision of the health departments and are visited 
semi-annually. 

A typhoid carrier register is built up through the 
accumulation of information that is gradually gained 
by the epidemiologic investigation of all cases of 
typhoid fever as they develop. This includes the 
routine examination of stools of persons associated 
with the patient and the examination of the stools 
of food-handlers, which is required in some com- 
munities. Another source is the culture of bile from 
gall bladders removed in cholecystectomies. A typhoid 
carrier must report to the health department if he 
moves to a jurisdiction beyond that of the supervis- 
ing health director. A transfer is then sent to the 
health department in the area of the new residence. 


It is almost an adage to say that “once a typhoid 
carrier, always a typhoid carrier.” No drug or an- 
tibiotic has been found which will cure the chronic 
carrier state. In some instances the focus of infection 
may be eliminated by removal of the gall bladder 
but even this is not a sure cure. Cholecystectomy 
should be advised only after careful determination 
of the individual’s physical condition, including the 
recovery of typhoid bacilli from bile obtained in a 
preliminary duodenal specimen. 

Typhoid carriers do not discharge the bacilli day 
after day but intermittently and irregularly. Conse- 
quently, repeated specimens must be examined to 
determine their status. The minimum criteria for 
release from carrier supervision are: 
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For temporary carriers, a minimum of three 
consecutive negative stool cultures taken one 
week apart and at least 10 days after cessation 
of antibiotic therapy. 

For permanent carriers, a minimum of six con- 
secutive negative stool cultures taken at least 
one month apart, the last two of which must 
be validated by collection of the specimen in 
a hospital or otherwise directly supervised. All 
specimens are to be collected at least 10 days 
after cessation of antibiotic therapy. 

In releasing former biliary carriers the final two 
stool cultures may be validated by the giving of 
lycopodium; or a negative bile culture may be sub- 
stituted for such validation. 

Virginia started the year 1958 with 98 typhoid 
carriers registered in the health departments of 46 
counties and six cities. During the year nine were 
added. At the end of 1958 two carriers had been 
removed by death and two had been lost, “unable 
to locate,” leaving a total of 103 typhoid carriers 
on the books at the start of 1959. These are under 
the supervision of the health departments of 47 coun- 
ties and seven cities. 

During the year 1958 forty-three cases of typhoid 
fever were reported from 20 counties and four cities. 
One of these was diagnosed by clinical symptoms 
only, stool and blood cultures were negative. Ty- 
phoid is a seasonal disease, being at a minimum 
during the winter and spring months and at a peak 
in the late summer and early fall. The distribution 
in Virginia in 1958 followed this pattern, generally 
speaking, except that the third highest number of 
cases per month, four, occurred in January, June 
and November. The peak was reached in August, 
eleven cases, with a drop to seven in September. It 
should be emphasized that typhoid fever was present 
in Virginia in every month of the calendar year of 
1958. There is no carrier listed in three of the 
counties which reported cases of typhoid fever but 
in one of these the patient had been infected as a 
result of exposure to a carrier among a group of 
migratory farm workers. Twenty of the 43 cases 
resulted from infection by carriers, some of whom 
were uncovered as a result of investigating active 
cases. Five were infected by mothers, one by the 
father, two by a brother, two by a grandmother, five 
by a grandfather, one by a father-in-law, one by 
a boarder, two by friends of the family, one by an 
employer. In addition, one case was probably the 
result of infection by a carrier but this was not 
proved. 
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The carrier who infected four of her children is 
a fair example of the “headaches” suffered by a 
county health department. This carrier had been 
discovered by a county health department, had been 
informed of her condition, and had been told of the 
danger of spread of the disease to others. She had 
been instructed how to prevent spreading typhoid to 
others, particularly to members of her family, and 
had been told to bring her children to the county 
health department for typhoid vaccine. She did not 
bring the children for their immunizations and a 
follow-up visit was made to the home. The woman 
had moved and had taken her family with her. The 
family then residing in this house told the investi- 
gator that they did not know where she had gone. 
After the four children developed typhoid fever in 
a nearby city it was discovered that they were the 
children of the “lost” typhoid carrier. It was also 
learned that the family living in the house that had 
been her home in the country were near relatives and 
they did know that this woman had moved to the 
city and that she made rather frequent visits to them. 
The rediscovery came about through the illness of 
her children which might have been prevented. Since 
that time she has had her gall bladder removed and 
is under supervision and examination to determine 
if she has been cured as a carrier. She has had a 
few negative stools, but not enough to warrant her 
release as a chronic typhoid carrier. Such difficulties 
are not brought about by the willful desire of people 
to be non-cooperative, but rather because of their 
ignorance and reticence on the part of certain indi- 
viduals who are innately suspicious of questions, 
regardles of their source. It was fortunate that no 
deaths resulted from the temporary loss of this 
carrier. 


MONTHLY REeEporT OF BUREAU OF COMMUNICABLE 
DIsEASE CONTROL 


Jan.- Jan.- 

June June June June 

1959 1958 1959 1958 

Brucellosis a 14 11 
Diphtheria 1 6 13 
Hepatitis 207. 139 
Measles 13672 19412 
Meningococcal Infections 56 46 
Meningitis (Other) 119 103 
Poliomyelitis 16 11 
Rabies (In Animals) 99 189 
Rocky Mountain Spotted Fever 3 11 10 
Streptococcal Infections 5947 4399 
Tularemia 9 18 
Typhoid Fever ______---- 11 14 
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Mental Health.... 


Present Status of Mental Hygiene Clin- 
ics in Virginia and Some Possible Fu- 
ture Trends 

Repeated efforts to establish Child Guidance and 
Mental Hygiene Clinics were made in Virginia in 
the period between 1923 and 1942 by the Virginia 
Department of Welfare aided by grants from the 
Commonwealth Fund. There was very little success. 
Only one or two of these Clinics survived. 

The clinic system, in its present form, actually be- 
gan with permissive legislation in 1942 when the Gen- 
eral Assembly authorized the State Hospital Board “to 
establish and maintain in connection with hospitals 
under its control, outpatient mental hygiene clinics 
for the purpose of advising, counseling, directing 
and otherwise treating patients on furlough”. It was 
obviously intended from the wording of the act 
that these clinics should be primarily “after-care”’ 
clinics rather than true mental hygiene clinics (which 
are preventive in nature). The same act went on to 
say, however, that the Board may extend its clinic 
services to former patients . . . and to such other 
persons in need of psychiatric advice, counsel and 
guidance as may be referred to it by a physician or 
by a public health or welfare agency. 

Subsequent acts directed the State Hospital Board 
“to seek and encourage cooperation and active partic- 
ipation of communities, organizations, agencies and 
individuals in the effort to establish and maintain 
mental health programs” and later ordered the Board 
“to direct the development of long-range programs 
and plans with respect to mental hygiene—to the end 
that these services may grow in a steady coordinated 
manner.” 

Because of World War II there were civilian short- 
ages of professionals trained in mental health work 
and no funds were appropriated for clinic activities. 
Therefore, the present clinic program did not ac- 
tually begin until 1946. 

The National Mental Health Act in that year 
made sizeable sums of Federal money available to 
the States for the promotion and support of com- 
munity mental health activities. 

Simultaneously a public awareness of the size and 
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importance of the problem of mental health—a prod- 
uct of the publicity psychiatry received during the 
war because of rejection of inductees and high psy- 
chiatric casualty rates—caused many local communi- 
ties to request that clinics be established. 

The General Assembly, responsive to public de- 
mand, began appropriating money to match local and 
federal money for the support of clinics. As a result, 
Virginia has, at the present time, in little more than 
a decade, one of the best Mental Hygiene Clinic 
Systems in the entire country. 

The amount of money available from Federal 
grants has been variable and is a relatively small and 
diminishing part of the total budget. Over a five 
year period it has shrunk from nearly 17% to less 
than 12'42%. The total clinic budget from all 
sources, meanwhile, has more than doubled. 

In 1954 the total budget for clinic services was 
$316,400.00. The 1959 budget was for more than 
$790,000.00. 

The State of Virginia’s percentage contribution 
has remained at 45% during this phenomenal 
growth. This means that in 1954 the State appro- 
priated $137,000.00 from the general fund, but has 
more than doubled the amount in the five year period 
and now appropriates over $390,000.00 from the 
general fund. 

Local contributions plus fees and Federal grants 
have jumped from $127,000.00 to nearly $400.000.00 
in the same period. 

To summarize—The State matches local funds, 
and Federal appropriations, on roughly a 50-50 basis 
—a diminishing Federal percentage is compensated 
by a growing local and State contribution. The total 
funds have doubled in a five year period and are 
growing. 

The Federal grants, like State funds, are made on 
a matching basis. Our favorable ranking, higher 
than surrounding states, is due to the fact that State 
and local contributions are relatively high in the 
United States. 

In many ways these figures speak for themselves. 
The taxpayer, speaking through his Congressman in 
Washington and through his General Assemblyman 
in Richmond and through his elected officials in 
county and city governments, believes in mental 
hygiene and is willing to pay for it. 

On the basis of man hours spent in treatment and 
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other services per 100,000 population, Virginia is 
second only to Louisiana in the entire Southeast 
Region of the United States. It stands 19th in man 
hours spent per 100,000 population in the United 
States on the basis of the latest figures released by 
the National Institute of Mental Health. 

Forty-eight of the 98 (nearly half) counties in 
Virginia contribute and therefore, participate in its 
services. More than 75% of the population of Vir- 
ginia live in these 48 counties—leaving only the 
sparsely populated mountainous or rural areas (and 
the Eastern shore) without easily available mental 
hygiene clinic coverage. 

New York State boasts that 85% of their popula- 
tion has mental hygiene clinic services available, but 
must admit that only 30% of their counties receive 
coverage. From the standpoint of geographical cov- 
erage Virginia thus has a much better system than 
New York. The reason that New York has a better 
“population coverage” is obviously the higher den- 
sity of their population in Manhattan where the con- 
centration of patients and professional personnel 
makes the job much simpler. 

The question frequently asked of our department 
is “how many clinics does Virginia have?” There 
are 22 listed in our directory, but such a simple 
answer is misleading since many clinics employ more 
than a single team or work more than 40 hours, 
whereas, others are open only one or two days a 
week. 

Making a computation based on a 40-hour week, 
the Department employs psychiatric services equiva- 
lent to 24 full time psychiatrists. Each of these 
psychiatrists is complemented by an _ equivalent 
amount of psychologists’ time and more than an 
equal amount of time’by social workers. 

At present there are no vacant established posi- 
tions in our clinics for psychiatrists. There are only 
two vacancies for psychologists and these are in 
clinics that already have a full time psychologist. 

The employment of social workers is not quite 
so happy a situation. Although 27 are employed in 
the Department’s 22 clinics, there are currently nine 
vacant positions and some clinics are completely 
without this important member-of the team. 

The State salaries for social work are competitive 
with other States in the Southeastern Region of the 
United States, but Virginia’s vacancies (and vacan- 
cies throughout the region) remain unfilled—mostly 
because the need for such workers far exceeds the 
supply available. 

The best authorities in public mental health work 
sincerely believe that preventive psychiatry does ac- 
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tually pay for itself. The hospitals report that up 
to 30% of their first admissions could be avoided, 
at least postponed for a long while, if community 
resources for diagnosis and treatment were available. 
It is well known that many patients could be dis- 
charged from mental hospitals sooner if they could 
be followed in after-care by community mental health 
resources. 

Mental Hygiene Clinics do not have to pay for 
food and shelter—major items of hospital budgets. 
The saving of tax money in treating an out-patient 
as distinguished from an in-patient is therefore a 
serious consideration for any thoughtful taxpayer 
and legislator when considering a mental hygiene 
clinic appropriation. 

The Department of Mental Hygiene and Hospitals 
has a long term goal and plans to extend clinic serv- 
ices to the remaining 25% of our population in the, 
remaining 50 counties that are not now receiving the 
benefits of mental hygiene clinic services. This will 
be increasingly difficult because these “not covered” 
areas are geographically isolated from urban centers 
and professional help will be very difficult to recruit. 
Logically, expansion should be first into counties 
immediately surrounding the present clinics. This 
will necessitate staff expansions in most instances, 
particularly in clinics that have long waiting lists. 
Some of these rural areas will need only part-time 
services—such as the one-day per week clinic in 
Loudoun County, staffed by a traveling team from 
an urban center. There are many disadvantages to 
a staff ‘‘not in residence’’ but such a service is better 
than none at all. 

Interstate cooperation is a possibility as already 
demonstrated at. Bristol, Virginia-Tennessee. Pos- 
sibly North Carolina, Maryland, West Virginia and 
Kentucky could join Virginia in joint operations 
along our other borders. 

There has recently been a movement toward all 
purpose clinics in Virginia and elsewhere as dis- 
tinguished from those who specialize only in the 
care of children. There is also a tendency to locate 
new clinics and relocate old ones in or near medical 
centers rather than in residential areas. There is a 
growing interest by the clinic staffs in the patients 
discharged from hospitals. Already a sizeable num- 
ber are being seen in many of the clinics. This 
interest in rehabilitation and care of the discharged 
patient by mental hygiene clinic personnel is a move- 
ment which, if fully consummated, would bring Men- 
tal Hygiene Activities in Virginia back to one of the 
original purposes that the establishing law in Vir- 
ginia intended. 
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Pre-Paid Medical Care... . 


Committees on Use of Hospital Facili- 
ties 

We are now in a prepayment or insurance econ- 
omy, with an ever-increasing number of patients 
covered by insurance. The problems incident to the 
removal of the financial barrier to health care needs, 
together with the greater health consciousness of 
people today, demand the attention of physicians 
who basically determine and control the use and 
provision of hospital facilities. If our total use of 
today’s expensive hospital facilities cannot be fully 
justified on medical grounds, then the public, as 
well as Blue Cross and insurance companies, have 
real cause for concern, and we have an obligation 
to review and revise our present practices. Any 
unnecessary use of hospital facilities must be elim- 
inated if the cost of health services in our communi- 
ties, expressed in terms of Blue Cross rates and 
insurance premiums, is to be kept at a reasonable 
and. proper level. 

The most effective way—if not the only effective 
way—for the medical profession to exert a competent 
influence upon usage of hospital facilities is through 
the activities of local, on-the-spot committees of the 
medical staffs of hospitals. Each such committee, 
perhaps best designated as the Committee on the Use 
of Hospital Facilities, should be a permanent one, 
although its membership may or may not be rotated. 
The exact composition of the committee must, of 
course, be at the sole discretion of the medical 
staff at the hospital, which undoubtedly would want 
its committee to include representatives of the basic 
medical services provided at that hospital. 

The local staff's Committee on the Use of Hos- 
pital Facilities should be cognizant of the most likely 
areas where possible “unnecessary” or uneconomical 
uses of hospital facilities are apt to occur: 

1. Admissions for purely diagnostic studies— 
medical inventory—where procedures and 
treatment do not require hospitalization. 


Editor’s Note: This article has been adapted from a 
letter written by C. Reid Edwards, M. D., Baltimore, to 
the Chiefs of Staff of all Maryland hospitals—a letter 
which prompted establishment of Committees at many of 
those hospitals. 
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2. Hospital stays longer than medically necessary. 


3. Admissions for the convenience of the patient, 
the family, or possibly the attending physician. 

4. Use of ancillary facilities (x-rays, laboratory, 
drugs, etc.) to a greater degree than medically 
indicated. 


Use of the endorsement to the Blue Shield Con- 
tract which first became available to the Virginia 
public (Richmond Plan area) last January, and 
which provides benefits for diagnostic procedures 
when performed in doctors’ offices and hospital out- 
patient departments, should help to control so-called 
“diagnostic admissions”. But such coverage will not 
by any means provide a solution to the total problem. 

Toward solving the total problem, each hospital 
staff's Committee on the Use of Hospital Facilities 
should undertake an analysis of (1) admission poli- 
cies and practices, (2) types and amounts of services 
ordered, (3) scheduling of tests and examinations, 
(4) length of patient stay, (5) adequacy of out- 
patient facilities and services, and (6) discharge 
policies and procedures. This analysis should in- 
clude all types of patients, the uninsured as well as 
the insured. It is to be anticipated that individual 
case review will provide the committee with specific 
areas of strength and weakness, and disclose where 
corrective actions might be necessary; what individ- 
ual procedures, practices, routines, and techniques 
might be changed; and which persons might be 
asked to review their own activities from a medical 
economic viewpoint. 

When initiating a study or review of specific areas 
of patient care in their hospital, the physician-mem- 
bers of the Committee on the Use of Hospital Facili- 
ties might first want to ascertain the answers to the 
following: 


a. Has our Medical Staff. reviewed our standing 
and routine orders recently? Is our entire 
Medical Staff familiar with them? 

b. Is it possible at our hospital to have patients 
procure x-ray, laboratory, and other examina- 
tions prior to admission ? 


c. Does our Admitting Office arrange immediate 
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appointments for routine diagnostic tests on 
admission of the patient? 

Are orders and requests for professional con- 
sultations answered promptly by the consultant 
concerned ? 

Are x-ray, laboratory, and other ancillary serv- 
ices readily available at all times? 

Are checks (pre-determined limits) kept on 
treatments prescribed for patients ? 

Are patients retained in our hospital unneces- 
sarily while awaiting an operation? 

Are there administrative checks on the length 
of time each patient has been in our hospital ? 
Do some of our physicians hold beds pur- 
posely so that they may assure the admission 
of their own patients ? 


Are some of our patients retained in the hos- 
pital for reasons other than active treatment ? 


Are patient discharges delayed because of fail- 
ure of our Medical Staff to notify the depart- 
ments concerned ? 


The nature of these questions indicates indeed that 
the total problem can be attacked effectively only at 
the local hospital level (where the hospital services 
are provided)—through self-analysis and self-im- 
posed controls initiated and maintained by the doc- 
tors of each local area. Only through a vigorous 
program at the local level, undertaken by the phy- 
sicians responsible for patient treatment and care, 
can the public be assured that the rising costs of 
health care are fully justified and that there is no 
unnecessary or wasteful use of hospital facilities. 


Three New Drugs 


Three promising new drugs for the treatment of 
circulatory system diseases were described in the 
July 11th Journal of the American Medical Asso- 
ciation. 

Two of the drugs are used in the treatment of high 
blood pressure, while the other is an anticoagulant, 
used to dissolve or prevent blood clots. 

The anticoagulant is a new coumarin derivative 
with the tradename Liquamar. It is 10 to 25 times 
more active than bishydroxycoumarin, the parent 
substance, according to Drs. Herman Gold and 
George W. Lilley, Chester, Pa. 

The drug has been intensively studied in Europe, 
but little has been done with it in the United States. 
They gave Liquamar to 111 patients suffering from 
acute myocardial infarction (a heart attack resulting 
from a blood clot), coronary insufficiency, acute phle- 
bitis (inflammation of a vein), and various other 
circulatory ailments with which blood clots are asso- 
ciated. 

Slower clotting times of the blood were noted 
within 42 hours in 77 per cent of the patients. Only 
3.6 per cent showed abnormal bleeding. The doctors 
concluded that Liquamar produces a satisfactory 
slowing of blood clotting during short-term treatment 
of blood-clotting disease states. 

Guanethidine, a “new, potent antihypertensive 
drug,” was discussed by Drs. Irvine H. Page and 
Harriet P. Dustan, Cleveland Clinic. Its chemical 


structure and mechanisms of action differ from those 
of other agents used in the treatment of high blood 
pressure. 

Experimental work in dogs indicated that guan- 
ethidine has a prolonged action. Treatment of 18 
patients with high blood pressure showed that the 
drug has a rapid, but prolonged action, with mild 
diarrhea as the only side effect so far noted. 

The other antihypertensive drug—hydrochloro- 
thiazide—was described by Dr. Victor Vertes and 
Mervyn Sopher, Mount Sinai Hospital, Cleveland. 

It is a relative of chlorothiazide, which was orig- 
inally used as a diuretic (fluid-removing agent) 
and was then found to have blood pressure lowering 
properties. 

The new drug was given to 10 patients with high 
blood pressure of unknown cause. It was effective 
in lowering the blood pressure of all patients, was 
well tolerated by all, and produced no adverse side 
effects. 

The action of the drug may result from its ability 
to produce sodium and chloride loss by the body, 
thus maintaining the patient on a “low-salt diet” 
in spite of general food intake, the doctors said. It 
has been shown that severe sodium restriction alone 
will lower blood pressure; however, it is impossible 
for a person to maintain a severe restriction outside 
the hospital. Such drugs as hydrochlorothiazide may 
help in this procedure. 
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Sunday, October 4 
1:00 P.M. 
COUNCIL 
Parlor D 


7:00 P.M. 


House of Delegates—Dinner Meeting 


Ballroom 


Monday Morning, October 5 
9:30 A.M. 


Ballroom 


Welcome and Preliminary Announcements— 
Robert S. Hutcheson, M.D., Chairman, Local 
Committee on Arrangements 


Memorial Observance 


Scientific Program 


Guy W. Horsley, M.D., Richmond, Presiding 


A.M.—Twue Mepicat MANAGEMENT OF 
BLEEDING Peptic ULCERATION—Marion L. Rice, 
Jr., M.D., Richmond 


The existing or impending emergency of gastrointes- 


tinal hemorrhage requires an orderly and systematic 
approach. The medical approach to the patient with 
upper gastro-intestinal hemorrhage is discussed and a 
regime of intensive therapy is presented. Special em- 
phasis is given to the use of diagnostic problems, the 
medical-surgical cooperative team, and the indications 
for surgical intervention. 


10:00 A.M.—THE TREATMENT OF ACUTE PER- 
FORATED Peptic ULcer—Henry P. Royster, 
M.D., and J. M. Harrison, M.D., Richmond 


The mortality rate and morbidity of primary gas- 
trectomy in selected cases of acute perforated ulcer has 
been found to compare favorably with that for elective 
gastrectomy. Many qualified surgeons and gastro-en- 
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terologists feel that a perforation per se is evidence 
of intractability and in most cases primary gastrectomy 
rather than simple closure should be performed in these 
patients. The authors discuss their experience with 
patients who have had acute perforations. 


10:15 A.M.—RoENTGEN D1aGNosIs oF CERTAIN 
SMALL BowEL AFFECTATIONS—James G. Snead, 


M.D., Roanoke 


This paper deals primarily with abnormalities affect- 
ing motor function of the small intestine, rather than 
specific disease entities such as regional enteritis, tu- 
berculosis or sprue. It is divided essentially into two 
parts; namely, conditions affecting the duodenum and 
those affecting the remaining segments of the small 
intestine. 


10:30 A.M.—REcENT ADVANCES IN THE DIAGNOSIS 
AND TREATMENT OF HEAD AND NECK CANCER— 
William R. Nelson, M.D., Richmond 


Tumors of the head and neck frequently involve 
more than one vital structure simultanecusly and many 
times lymph node metastases are recognized before the 
primary tumor is found. Cases demonstrating these 
features are presented along with a discussion of newer 
diagnostic therapeutic techniques in the management 
of complicated head and neck tumor problems. 


10:45 A.M.—Stares SuURGERY—PAST AND PREs- 
ENT—Cary N. Moon, Jr., M.D., Charlottesville 


A historical review of: (1) surgical attempts to 
restore hearing by the stapes route in the last 25 years 
of the 20th century, (2) the fenestration era and, final- 
ly (3) the last six years of active stapes surgery. The 
evolution of technique is described with slides, em- 
phasis being placed on the rapidly changing techniques 
and equipment. 


11:00 A.M.—Intermission to visit Exhibits. 


11:30 A.M.—CAarDIOVASCULAR RENAL COMPLICA- 
TIONS OF PREGNANCY IN NEGRO WoOMEN—A 
SURVEY OF THE PropLEM—Nathaniel H. Wood- 
ing, M.D., Halifax 


The purpose of this paper will be to appraise the 
present cardio-vascular renal states of those women 
who have had tubal ligation or who have had no more 
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pregnancies, to search for factors common to this 
group and to those women who later died, to re-evalu- 
ate the management of pregnancy in the face of such 
complications and to hunt for the signs which may 
indicate the approaching point of no return so that 
the patient may be given definite assistance in avoiding 
future pregnancies. 


:-45 A.M.—Guest Speaker—Lee Buxton, M.D., 
Yale University School of Medicine, New Haven, 
Connecticut—D1IAGNosIs AND TREATMENT OF 
THE PROBLEMS OF SECONDARY AMENORRHEA. 


:15 P.M.—Tue Uses or CortTIcosTERow THER- 
APY IN OBSTETRICS AND GYNECOLOGY—Kenneth 
Baldwin, M.D., Richmond 

A discussion of the practical aspects of corticosteroid 
therapy in obstetrics and gynecological abnormalities 
such as hyperemesis gravidarium, Rh_ sensitization, 
pelvic infections, fistulae and amenorrhea. 


2:45 P.M.—B Wetcuu INFECTION OF THE UTE- 
Rus—Norman Thornton, M.D., Charlottesville 


Monday Afternoon, October 5 


See special section on luncheons, committee meetings 


and special events. 
2:30 P.M. 
Reference Committee 


Ballroom 


3:00 P.M. 
Medical Movies 


Cavalier and Pocahontas Rooms 


6:30 P.M. 
Cocktail Party 


Cavalier and Pocahontas Rooms 


7:30 P.M. 
Banquet—Ballroom 
Recognition of Past-Presidents 
Presentation of Fifty Year Club Awards 
Awarding of Golf Prizes 
Presidential Address of Walter P. Adams, M.D. 
Installation of Allen Barker, M.D., as President 


Tuesday Morning, October 6 
9:30 A.M. 
Ballroom 


James M. Peery, M.D., Cedar Bluff, Presiding 
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9:30 A.M.—D1AGNosIs AND MANAGEMENT OF IM- 
PERFORATE ANus—Arnold M. Salzberg, M.D., 
Richmond 


The different types of imperforate anus and their ac- 
companying fistulae will be defined. The incidence 
and diagnostic features of each type will be empha- 
sized in relation to eventual treatment and prognosis. 
Operative management of approximately 15 cases of 
imperforate anus seen during the past seven years 
will be utilized to emphasize operative approach. 


9:45 A.M.—RE-EVALUATION OF INGUINAL HER- 
NIORRHAPY IN THE INFANT AND CHILD—Charles 
E. Davis, Jr., M.D., Norfolk 


The question of the advisability of bilateral opera- 
tion in children with only one hernia is dwelt on at 
some length with the ultimate conclusion that all 
children who have no commanding contraindication 
and who have a one-sided inguinal hernia should have 
bilateral herniorrhaphy. The question of wound in- 
fection, recurrences and the basic philosophy governing 
surgery of this type in the infant is discussed. 


10:00 A.M.—MINIMIZING THE GENETIC HAzarps 


or Mepicat Raptation—George Cooper, Jr., 
M.D., Charlottesville 


Ways in which radiologists are minimizing the radia- 
tion hazards to which their patients are subjected will 
be reviewed. Statistics giving an approximation of 
the amount of ionizing energy absorbed in the gonads 
of the patients in a large department of Radiology 
during a period of one year will be presented. Some 
questions will be raised about the comparative genetic 
hazard of ionizing energy used for medical purposes 
and some other genetic hazards. 


10:15 A.M.—Guest Speaker—Courtland H. Davis, 


Jr., M.D., Bowman Gray School of Medicine, 
Winston-Salem, North Carolina—THE RETARDED 
CAN THE Puysic1iAN Do?— 
(Sponsored by Virginia Association for Retarded 
Children) ‘ 


:45 A.M.—lIntermission—Visit the Exhibits 


:15 A.M.—A Rr-AsSESSMENT OF THE MANAGE- 
MENT OF VISCERAL DYSFUNCTION SECONDARY TO 
NevuroLocicaL Dericir—Patrick C. Devine, 
M.D., Frank N. Bilisoly, M.D., Edwin Ide 
Smith, M.D., Norfolk 


A fifteen year old male patient with a congenital 
cauda equine lesion manifested by patchy motor and 
sensory defects in the lower extremities and lifelong 
urinary incontinence and colonic obstipation is pre- 
sented. A description is given of the initial investi- 
gation, surgical management, and a one year follow-up. 


11:30 A.M.—Guest Speaker—Bruce Logue, M.D., 


Emory University, Atlanta, Georgia—SuBTLe 
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3:15 P.M.—INTRACRANIAL VASCULAR LESIONS— 
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SIGNS AND SYMPTOMS OF CONGESTIVE HEART 
FAILURE. 


:00 Noon—Hazarps OF ADRENOCORTICOSTEROID 
THeEerapy—W. T. Thompson, Jr., M.D., John 
J. Kelly, III, Richmond 


Because of the potent and varied metabolic effects 
produced by adrenal cortical hormones, their clinical 
use may arouse harmful as well as beneficial responses. 
Serious reactions always develop if these drugs are 
given in large enough amounts for a long enough 
period of time. For this reason steroid therapy is a 
calculated risk in which its hoped for advantages must 
be balanced against its potential disadvantages, es- 
pecially when long term treatment is undertaken. 


:15 P.M.—Aseptic MENINGITIS — PRACTICAL 
CONSIDERATIONS—Thomas L. Gorsuch, M.D., 
Waynesboro 


The subject of this presentation is the practical clas- 
sification and management of the diseases causing the 
aseptic meningitis syndrome, emphasizing available 
treatment. Illustrative case reports will be presented. 


:30 P.M.—Recess for Lunch 
Tuesday Afternoon, October 6 

2:00 P.M. 

Ballroom 


McLemore Birdsong, M.D., 
Presiding 


Charlottesville, 


:30 P.M.—REeEport oF TWENTY-Four HuNDRED 
CASES OF CHOLECYSTITIS OPERATED ON AT THE 
JoHNston-WILLis Hosprrat—Frank S. Johns, 
M.D., Richmond 


The author will discuss the time most suitable for 
operating on a given patient; also the type of opera- 
tion to be done, with emphasis on the fact that the 
surgeon must be governed by the pathological findings 
and by what type of operation the patient may be able 
to tolerate. There will be presented in some detail the 
preparation of these 2,400 cases, the stage of disease at 
which they were operated on, the type operation, and 
the results. 


:45 P.M.—Guest Speaker—Robert H. Felix, 
M.D., National Institute of Mental Health, 
Bethesda, Maryland—SoME CONSIDERATIONS IN 
MAKING PsyYCHIATRIC REFERRAL 


Edgar N. Weaver, M.D., Roanoke 


Subject matter to cover diagnosis, treatment and 
prognosis of vascular lesions affecting the brain. 
Arteriographic lantern slides will be used throughout 
the discussion. 


3:30 P.M.—SurcicaL TREATMENT OF CANCER OF 


THE Nose—C. C. Coleman, Jr., M.D., Charlottes- 
ville 


This paper deals with the c-rrection of the problems 
associated with persistent carcinoma of the nose fol- 
lowing inadequate radiotherapy and surgery. It is 
the author's aim to demonstrate the methods used in 
the subtotal reconstruction of the nose for cancer. The 
surgical methods employed are clearly demonstrated 
by Kodachrome lantern slides illustrating the methods 
of reconstruction and the final results. 


4.00 P.M. 
House of Delegates 


Cavalier and Pocahontas Rooms 


9:00 P.M. 
Dancing and Floor Show 


Ballroom 


Wednesday Morning, October 7 
10:00 A.M. 


Ballroom 


Guy W. Horsley, M.D., Richmond, Presiding 


10:00 A.M.—Guest Speaker—William H. Muller, 


Jr., M.D., Professor of Surgery, University of 
Virginia Medical School, Charlottesville—Cvur- 
RENT CONCEPTS IN THE SURGICAL MANAGEMENT 
OF AoRTIC VALVULAR DISEASE 


10:30 A.M.—Guest Speaker—David M. Hume, 


M.D., Professor of Surgery, Medical College of 
Virginia, Richmond—NeEWER AsPECis oF D1ac- 
NOSIS AND TREATMENT OF ENDOCRINE DISEASES 


:00 A.M.—Panel—Soc1aL 


W. Linwood Ball, M.D., Richmond, Moderator 
Guest Speaker—Maurice D. Duberry, Regional 
Representative of the Bureau of Old Age and 
Survivors Insurance, Charlottesville 
Guest Speaker—L. Howard Schriver, M.D., 
Cincinnati, Ohio 


SPECIAL EVENTS 


Sunday, October 4 


Council Meeting, Parlor D, Hotel Roanoke— 
1:00 P.M. 


ice 
\a- 
‘is. 
of a 
irs 
R- 
les 
ra- 
at 
all 
ion 
ive 
in- 
Ir., | 
lia- 
will 
oft 
ads 
ogy 
me 
etic 
vis, 
ine, 
DED 
: 
GE- 
ine, 
Ide 
nital 
and 
long 
esti- 
“up. 
wD, 
TLE 
ALY 487 


Virginia Section, American College of Chest Phy- 
sicians, Cavalier and Pocahontas Rooms, Hotel 
Roanoke—2:00 P.M. 


Virginia Society of Anesthesiology, Pine Room, Hotel 
Roanoke, Business Meeting and Luncheon—1 2:30 
P.M. 


House of Delegates, Dinner Meeting, Ballroom, 
Hotel Roanoke—7:00 P.M. 


Monday, October 5 


Virginia Academy of General Practice, Board of 
Directors, Breakfast Meeting, Hotel Roanoke— 
8:00 A.M. 


Luncheon—Ballroom, Hotel Roanoke—1:00 P.M. 


Virginia Urological Society, Luncheon, West Tower 
Room, Hotel Roanoke—1:00 P.M. 


Virginia Section, American College of Physicians, 
Luncheon, Pine Room, (Cocktails in Alcove), 
Hotel Roanoke—1:00 P.M. 


Virginia Section of Internal Medicine—will have 
luncheon with Virginia Section of American Col- 
lege of Physicians—will hold meeting in Pine 
Room following luncheon. 


Virginia Surgical Society, Luncheon, Cavalier Room, 
Hotel Roanoke—1:00 P.M. 


Virginia Obstetrical and Gynecological Society— 
Luncheon, Pocahontas Room, Hotel Roanoke— 
1:00 P.M. 


Virginia Pediatric Society, Luncheon, Parlor D, 
Hotel Roanoke—1:00 P.M. 


Virginia State Orthopedic Society, Luncheon, Parlor 
F, Hotel Roanoke—1 :00 P.M. 


Virginia Society of Ophthalmology and Otolaryn- 
gology, Luncheon, Parlor L, Hotel Roanoke— 
1:00 P.M. 


Virginia Radiological Society, Luncheon, Shenan- 
doah Club, 1:00 P.M. 


Reference Committee, Ballroom, Hotel Roanoke— 
2:30 P.M. 


The Medical Society of Virginia, Cocktail Party, 
Cavalier and Pocahontas Rooms, Hotel Roanoke— 
6:30 P.M. 


Banquet, Ballroom, Hotel Roanoke—7 :30 P.M. 


Tuesday, October 6 


House of Delegates, Cavalier and Pocahontas Rooms, 
Hotel Roanoke—4:00 P.M. 


Virginia Medical Service Association, Annual Meet- 
ing, Parlor D, Hotel Roanoke—4:00 P.M. 


University of Virginia Alumni Association, Cock- 
tail Party, Ballroom, Hotel Roanoke—6:00 P.M. 
Banquet, Ballroom—7:00 P.M. 


Medical College of Virginia Alumni Association, 
Cocktail Party, Shenandoah Club—6:00 P.M. 
Banquet, Shenandoah Club—7:00 P.M. 


The Medical Society of Virginia, Dancing and Floor 
Show, Ballroom, Hotel Roanoke—9:00 P.M.- 
1:00 A.M. 
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Book Announcements... . 


n- 
Books received for review are promptly acknowl- Hearing. A Handbook for Laymen. By NORTON 
ed in thi " I ‘ ill CANFIELD, M.D., Asseciate Clinical Professor of 
edged in this column. In most cases, reviews wi Otolaryngology, Yale University School of Medi- 
n- be published shortly after the acknowledgment of cine. Doubleday & Company, Inc., Garden City, 
A sae : N. Y. 1959. 214 pages. Cloth. Price $3.50. 
receipt. However, we assume no obligation in return 
ie) for the courtesy of those sending us same. Ce 
The Ecology of Human Disease. By JACQUES M. Navy Surgeon. By HERBERT LAMONT PUGH, 
MAY, M.D., Director, Medical Geography Depart- Rear Admiral U. S. Navy (M.C. Ret.) J. B. Lippin- 
tv. ment, American Geographical Society, New York. cott Company, Philadelphia and New York. 1959. 
: Foreword by Felix Marti-Ibanez, M.D., Professor 459 pages. Cloth. Price $5.00. 
aio and Director, Department of the History of Medi- 
cine, New York Medical College, Flower and Fifth alli thie sails 
Avenue Hospitals, New York; Editor-in-Chief of 
MD Medical Newsmagazine. MD Publications, Inc., A Doctor Remembers. By EDWARD H. RICHARD 
New York. 1959. xxiv-327 pages. Cloth. Price SON, M.D., Associate Professor Emeritus of Gyne- 
$7.50. cology, The Johns Hopkins University School of 
ger ee Medicine, Baltimore. Vantage Press, New York. 
1959. 252 pages. Cloth. Price $3.95. 
A History of Neurology. By WALTHER RIESE, M.D., 
ns, Associate Professor Psychiatry and Neurology; eet es 
Associate Professor of the History of Medicine; 
Chairman of the Department of the History of Gynecologic Endocrinology. By GARDNER M. RI- 
‘ Medicine, Medical College of Virginia, Richmond. LEY, Ph.D., Associate Professor Of Obstetrics and 
et- Foreword by Felix Marti-Ibanez, M.D., New York. Gynecology, University of Michigan Medical 
MD Monographs on Medical History Number Two. School; Director, Reuben Peterson Memorial Re- 
MD Publications, Inc., New York. 1959. 223 pages. search Laboratory, University Hospital, Ann Arbor. 
k- Cloth. Price $4.00. Foreword by Norman F. Miller, M.D. A Hoeber- 
ae Harper Book, New York. 1959. xix-330 pages. 
M. ; Illustrated. Cloth. Price $8.50. 
Therapeutic Electricity and Ultraviolet Radiation. 
Edited by Sidney Licht, M.D., Honorary Member, eee 
‘ British Association of Physical Medicine, Danish 
on, Society of Physical Medicine and the French Na- Fracture Surgery. A Textbook of Common Fractures 
tional Society of Physical Medicine. The Fourth By HENRY MILCH, M.D., Emeritus pet —ccertear 
Volume of Physical Medicine Library. Elizabeth Consulting Orthopedic Surgeon, Hospital for Joint 
Licht, Publisher, New Haven, Conn. 1959. xii-373 Diseases, New York. And ROBERT AUSTIN 
pages. Cloth. Price $10.00. MILCH, M.D., Assistant Resident Surgeon, Peter 
oor i PK Bent Brigham Hospital, Boston. With a Chapter on 
M.- Anesthesia by Herbert D. Dubovsky, M.D., Director 
A History of Ophthalmology. By GEORGE E. AR- of Anesthesiology, Easton Hospital, Easton, Penn- 
RINGTON, Jr., M.D., Associate in Ophthalmology, sylvania, A Hoeber Harper Book. Paul B. Hoeber 
Medical College of Virginia; Attending Ophthal- Inc., New York. 1959. x-470 pages. With 671 illus- 
mologist, Medical College of Virginia Hospital, trations. Cloth. Price $17.50. 
Richmond Eye Hospital, Retreat for the Sick, and 
the Richmond Memorial Hospital. Foreword by 
Felix Marti-Ibanez, M.D., New York. MD Mono- — his is a very well written book with detailed 
graphs on Medical History Number Three. MD information concerning the basic principles and the 
New York. 1959. xvii-174 pages. of fractures and joint injuries. The experience 
' on a a of the author is reflected in the thorough, clear ap- 
the 
The Family Medical Encyclopedia. By JUSTUS J.  Proach to each fracture problem, as well as to tl 
SCHIFFERES, Ph.D Illustrated by Louise Bush, detailed description of the principles of first aid, 
Ph.D. A Health Education Council Book. Little, : oats if- 
aad 1908. xviti4iS panes. fracture healing, and other complications. The dif 
Cloth. Price $4.95. ferent types of fractures are well illustrated and this 
o 99 book should be in the library of anyone who under- 
History of American Medicine. A Symposium. Edited takes the treatment of fractures. 
by Felix Marti-Ibanez, M.D. MD Publications, Inc., , a 
New York. 1959. 181 pages. Paper. Price $4.00. Ws. Mrnor Deyerte, M.D. 
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Mrs. Charles A. Easley, Danville 
Mrs. Walter A. Porter, Hillsville 
Mrs. George K. Brooks, Richmond 
Mrs. James M. Moss, Alexandria 
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Mrs. Maynard Emlaw, Richmond 


Social Activities for the Ladies. 


At the Annual Meeting of The Medical Society 
of Virginia to be held in Roanoke, October 4-7, the 
following social activities have been planned for the 
ladies: 

Monday, October 5th 

Golf at the Roanoke County Club. Tee-off time 
is from 9:00 to 11:00 A.M. The snack bar will be 
open. 

Coffee will be served in the alcove of the writing 
room at the Hotel Roanoke from 9:30 to 11:30 A.M., 
and from 2:00 to 4:00 P.M. 

The Annual Banquet will be held at the Hotel 
Roanoke, preceded by a cocktail party. 


Tuesday, October 6th 


Luncheon at the new Shenandoah Club, located 


behind the Patrick Henry Hotel, at 12:30 P.M. 
Fashion show presented by Heironimus. Tickets 
are $3.25 and will be available at the registration 
desk. 

Alumni banquets will be held in the evening. 

Dance at the Hotel Roanoke, 8:00 P.M. to 1:00 
A.M., with Freddie Allen’s orchestra and a floor 
show. 


Alexandria. 


The Auxiliary to the Alexandria Medical Society 
paid tribute to the physicians of the community by 
entertaining the members of the Society at a dinner 
prior to the last meeting of the year on May 14th. 
The event took place at the Fairlington Methodist 
Church and was planned, prepared and served by 
the Auxiliary, with Mrs. John Hoyle as chairman. 

The June meeting was held at the home of Mrs. 
Jerome Baum. The following officers were installed: 
President, Mrs. Walter J. Brennan; president-elect, 
Mrs. Robert H. Anderson; treasurer, Mrs. Robert 
Bregman; recording secretary, Mrs. Roy Gillinson; 
and corresponding secretary, Mrs. Richard E. Pal- 
mer. 

ELEANOR M. Mancus (Mrs. L. E.) 
Publicity Chairman 


Longevity Rules 


The way a man uses his years—not the way he 
counts them—tells how old he is, according to 91- 
year-old Senator Theodore F. Green of Rhode Island. 
In an interview reported in the May Today’s Health, 
published by the American Medical Association, 
Senator Green explained how he has managed to 
remain active and “young at 91”. 

The senator, the oldest man ever to serve in Con- 
gress, said his secret of longevity is mainly due to 
moderation and exercise. 

“Too many people give up and quit just as they 
are entering their prime,” he said. “I never rest but 
I do relax. I don’t get worried. I don’t get excited. 
I laugh a lot. 

“A good way to keep fit is to remain active. I 
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try to do a variety of things—that’s what keeps you 
interested.” 

His advice for people wanting to live a long life 
is “Keep a clear conscience, practice moderation, 
enjoy your life and work, keep your weight down, 
and take regular exercise.” 

By exercise he means some daily exercise, not 
“lounging through the winter and then going ath- 
letic on a summer vacation or during a violent week 
end.” Senator Green walks nearly every place he 
goes. 

Commenting on other persons who fail to follow 
the common sense rules of healthful living, Senator 
Green said, “If they’re not careful, they won’t live 
to be venerable!” 
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THE FORAND BILL (H. R. 4700) is the big news as this issues goes to press. Hear- 


ings were held by the House Ways and Means Committee from July 13-17 and one 
hundred witnesses presented their views on the bill. The big question at this time is 
whether the bill will be reported out of committee and subjected to a vote on the floor. 
There is no question but that this bill represents the strongest challenge to the free prac- 
tice of medicine yet made by the proponents of government medicine. Every physi- 
cian should follow the progress of this bill with interest and concern. 


THE PRELIMINARY PROGRAM of the 1959 Annual Meeting may be found in a 
special section of this issue and members will immediately recognize the scientific ses- 
sions as being among the best ever planned for any meeting. Attention is called to the 
change in format this year with the annual banquet scheduled for Monday night and 
the Alumni banquets on Tuesday night. Top entertainment and the finest in dance 
music will be offered in the Ballroom of the Hotel Roanoke following the Alumni ban- 
quets. 


SOCIAL SECURITY coverage for physicians has long been a controversial subject, 
not only in Virginia, but over the entire nation. There is a feeling in some quarters 
that physicians, generally speaking, are uninformed on the question and that every 
effort should be made to present the facts in as effective and unbiased a manner pos- 


sible. The Program Committee, with this thought in mind, has gone all out to arrange 
a truly excellent discussion of social security on Wednesday morning, October 7, at 11:00 
A.M. Dynamic Dr. L. Howard Schriver, Cincinnati, a seasoned campaigner, will tell 
just why he believes the profession must stand firm and resist the efforts currently be- 
ing made to bring physicians under the OASI program. The “other side” will be ably 
presented by Mr. M. D. Dewberry, Regional Representative, Bureau of Old Age and Sur- 
vivors Insurance, Charlottesville. 


The discussion will be moderated by Dr. W. Linwood Ball, Immediate Past Vice-Presi- 
dent of the American Medical Association, and members will be given the opportunity 
to ask questions. Every component medical society should be well represented and the 
Committee will most certainly be disappointed if the Ballroom is not well filled. 


ROANOKE has many good hotel and motel accommodations. It still is not too late to 
make your reservation. Remember—the Annual Meeting runs from October 4-7. 
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THE ANNUAL GOLF TOURNAMENT continues to be a popular feature of the 
Meeting. This year it will be held at the Roanoke County Club on Monday, October 5 


and participants are urged to have their foursomes tee off between noon and 2:00 P.M. 


The tournament will consist of eighteen holes and prizes will be awarded in classes 
according to handicap on a medal score basis. The Callaway system will be used in the 
determining handicaps. The Society’s championship trophy will be won by the partic- 
ipant having the lowest gross score. Awards will be presented during the annual banquet 


Monday night. 


AN INDEX of file material on new or unproved methods of treatment of cancer has 


been prepared by the American Cancer Society. A copy is on file in the office of The 
Medical Society of Virginia and is available on a loan basis. Copies may also be secured 
on loan from the American Cancer Society, Virginia Division, Inc., 303 West Franklin 
Street, Richmond, and from the Cancer Coordinators at the Medical College of Virginia 
and University of Virginia School of Medicine. 


ONE PIECE OF LITERATURE that should be standard equipment for presidents and 


other medical society officers is Robert’s Rules of Order. Even if your society has a 


bound version, officers could probably use a pocket copy of “Simplified Parliamentary 


Procedure” for ready reference. This is a twelve page easy-to-read pamphlet distrib- 


uted free by the Carrie Chapman Catt Memorial Fund, Inc., 461 Fourth Avenue, New 
York 16, N. Y. ; 


IT IS NOT TOO LATE to obtain reservations for the AMA’s Annual PR Institute, 
which will be held in Chicago on August 20-21. The sessions will be held at the Am- 
bassador West Hotel. Virginia will be represented by Dr. John Wyatt Davis, Jr., 


Lynchburg, Co-Chairman, Public Relations Committee. Dr. Davis will describe the 
Society’s campaign against food faddism. 


DID YOU KNOW that last year, some 47,000,000 Americans were injured badly 


enough to require medical attention or to restrict their usual activities for at least a 


day and accidents around the home caused 41 per cent of the injuries, 17 per cent were 


injured at work, and 10 per cent were due to motor-vehicle accidents. 


The largest medical statistical study ever undertaken is being conducted by the Ameri- 
can Cancer Society with 50,000 volunteers interviewing one million persons in a door- 
to-door survey aimed at establishing a link between living habits, environment, and 


cancer. 
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President's Message .... 


DECLINE in the quality of medical care is not what our public desires, but 

citizens in general are not aware of the importance of retaining the incentive 
of American medical practice as it is. There is frequently less public interest in pro- 
fessional ability than in the attendant socio-economic aspects. The public does not 
realize that the financial interest in third-party medicine, and its methods of operation, 


make the patient a captive. 


The resounding vote I heard at Atlantic City Convention denouncing third-party 
medicine represented American Individualism as against Socialism. It was a vote for 
private enterprise and particularly for professional independence. The Delegates had 
heard no clamor from the public for lessening free choice of one’s physician. They 
felt that professional service ceases to be such if dictated by the employer. And there 
had been news of a union abandoning two six-year-old closed-panel medical clinics 
in favor of a new union plan allowing free choice. Subscribers to closed-panel systems 
had found the restriction of free choice a disadvantage. Many panel physicians in 
third-party medicine had eventually found interference in matters to do with the quality 
of medical practice. 


This vote by physicians against third-party medicine gives the public at least tem- 
porary continuation of the high standards of American medical care. But the public 
must be shown that it is up to the people themselves to create a desire for these high 
standards to be continued. In the final analysis the future of medicine will be deter- 
mined by the will of the people—not the will of the physicians. Since every patient is 
a representative of the people each one should be well informed in these matters by his 
own personal physician. The answer, as to whether higher quality or lower quality 
medical care results, lies at the level of each physician’s daily relationship with his 
patient. It therefore falls on each individual physician to act as a representative of 
medicine against third-party medicine. We must work harder to improve private med- 


ical service, but we must also sell the public on it. 


Progress for American medicine, the best in the world, can only continue as a desire 


of the public—and physicians must create that desire. 


President 
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Editorial.... 


The American Dental Association’s Centennial 


N AUGUST 3, 1859, at Niagara Falls, N. Y., 26 dentists founded the American 
Dental Association. From this modest beginning the Association has grown to 
a membership of over 90,000 with 54 constituent societies and 450 component organi- 


zations in the cities and counties throughout this country. 


As was true of The Medical Society of Virginia in terms of its relationship to the 


American Medical Association, the formation of the Virginia Society of Surgeon Den- 
a tists antedated the founding of the national dental organization by many years. In 
fact the Virginia Society, which was formed in 1842, has been termed the first incor- 
porated dental society in the world. We will assume it deserves this distinction until 

; | an older claimant appears and certainly its record has been one of outstanding service 


to the State of Virginia. 


A review of the accomplishments of American dentistry during the past century 
is actually a recounting of the world-wide advances made by this profession since 1859. 
|: These include the establishment of the first university dental school at Harvard in 
1867, the introduction of procain anesthesia into dental practice in 1905, the employ- 
ment of diagnostic x-ray in the demonstration of dental disease in 1910, the establish- 
ment of the Association for Dental Research in 1921, the field trials which led to the 
fluoridation of water to control tooth decay in 1944 and the founding of the National 


Institute of Dental Research at Washington, D. C., in 1948. 


The Medical Society of Virginia congratulates the A. D. A. on its Centennial. May 


its second century be as productive as the first. 


Harry J. WaRTHEN, M.D. 
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News Notes... . 


New Members. 


Since the list published in the July issue of the 


Monthly, the following members have been admitted 
into The Medical Society of Virginia: 


Glenn Stuart Aggerup, M.D., Norfolk 
Rudolf Anton Josef Benda, M.D., Austinville 
Robert K. Dyer, M.D., Roanoke 

Marion Emilio Espinola, M.D., Fairfax 
Thomas Griffin Hardy, Jr., M.D., Roanoke 
Yoshiki Ishizaki, M.D., Richmond 

Albert William Moser, M.D., Catawba 

Henry Sumpter Spencer, M.D., Richmond 


The Medical Society of Virginia 


Has received a merit award from the American 
Medical Education Foundation for outstanding con- 
tributions to the preservation of high standards of 
medical education in the United States. This was 
one of eleven such awards presented at the Annual 
Meeting of the American Medical Association. 


Dr. Sanger Retires. 


Dr. W. T. Sanger, chancellor and former presi- 
dent of the Medical College of Virginia, has retired 
after thirty-four years of service to the College. He 
retired as president in 1956 when he reached the 
age of seventy, but the Board of Visitors created the 
chancellorship to keep him on in an advisory ca- 
pacity. Dr. Sanger was removed from the State 
payroll in June because of a new ruling of the Gen- 
eral Assembly that retirement was compulsory at 
the age of seventy from all State positions. The 
Medical College has conferred a new title on him 
“chancellor emeritus” and he will continue to serve 
as a consultant to the College and will retain an 
office there. 


Virginia Heart Association. 


Mr. Ed P. Phillips, Richmond, was elected presi- 
dent of this association at its annual meeting in 
Richmond on June 25th. He succeeds Dr. George 
S. Grier, III, Newport News. Other officers are: 
Dr. L. Floyd Hobbs, Alexandria, president-elect; 
Dr. Reverdy H. Jones, Jr., Roanoke, vice-president. 
Among those on the Board of Directors are Drs. 
Carolyn McCue, Richmond; Samuel McDaniel, Nor- 
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folk; John W. Massey, Jr., and George S. Grier, 
Newport News; Homer A. Sieber, Roanoke; Wil- 


liam H. Muller, Charlottesville; and Sam C. Pas- 
coe, Annandale. 


Dr. Albert V. Rigsbee, 


Arlington, was recently presented the 6th Annual 
Welburn Award, which is given to the physician or 
layman who in the opinion of the County Medical 
Society has made an outstanding contribution to the: 
Northern Virginia community. Dr. Rigsbee is editor 
of the Medical Bulletin of Northern Virginia in 
which capacity he has served for five years. He has 
also served on the Science Fair Committee of Ar- 
lington and Northern Virginia since its founding 
and is chairman of the Medical-Science category. 


St. Albans Psychiatric Hospital, 


Radford, has received notification from the Central 
Inspection Board of the American Psychiatric Asso- 
ciation that it has been fully approved by the in- 
spection board. At the present time, only forty-four 
hospitals in the United States have been given full 
approval by the Board and only twenty-two of this 
number are private hospitals. 

St. Albans Hospital was established in 1916. Dr. 
James P. King is director. 


Dr. C. Whitney Caulkins 


Has been elected president of the Waynesboro 
Rotary Club. 


Conference on Gerontology. 


The First Annual Conference on Gerontology to 
be held at Duke University for the Study of Aging 
will be on November 19-20. The conference will 
emphasize basic biological and medical aspects of 
the problems of aging. 


American College of Chest Physicians. 


At the 25th Annual Meeting of the College, held 
in Atlantic City in June, Dr. E. C. Drash was re- 
elected Governor for Virginia. The following phy- 
sicians received their certificates of Fellowship: Drs. 
Leo E. Johns, Jr., Norfolk; Joseph D. Lea, Norfolk; 
and William F. Schmidt, Norton. 


eee 
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Tidewater Academy of General Practice. 


Dr. Otto Kastenbaum has succeeded Dr. George 
Rector as president of the Academy. Dr. Harold 
Taylor has been named president-elect; Dr. Brooke 
M. Moffett, vice-president; Dr. E. S. Berlin, secre- 
tary; Dr. Earl J. Kerpelman, treasurer; and Drs. 
William L. Taliaferro and J. W. Creef, members of 
the executive committee. 


Dr. Leta M. White, 


Formerly of Petersburg, has received the Algernon- 
Sullivan Award at the commencement exercises of 
Furman University. She is now practicing in Gaff- 
ney, South Carolina. 

Medical Staff. 

Dr. F. B. Wolfe has been named president of the 
Franklin Memorial Hospital Medical Staff at Rocky 
Mount. Dr. Robert C. Hughes and Dr. James T. 


Colley were named vice-presidents, and Dr. Frank 
Dudley, secretary-treasurer. 


Mr. Benjamin C. Sturgill, 

Charlottesville, now in his third year at the Uni- 
versity of Virginia School of Medicine, has been 
awarded a $500.00 scholarship for research and 


Obituaries .... 


Dr. Prentice Kinser, Jr., 


Widely-known Danville orthopedic surgeon, died 
June 23rd when he failed to rally from a heart op- 
eration. He had been incapacitated from a heart 
ailment since last December. Dr. Kinzer was fifty- 
three years of age and a native of Kentucky. He 
graduated from Vanderbilt Medical School in 1932. 
After a brief practice in West Virginia and on the 
staff of the University of Virginia Medical School, 
Dr. Kinser located in Danville in 1940. He served 
during World War II with the 8th University of 
Virginia Evacuation Hospital Unit as chief ortho- 
pedic surgeon and was active in the North African 
and Italian campaigns. Dr. Kinser volunteered 
countless hours to athletic teams and other groups 
of youngsters. He served as medical advisor to the 
Danville Life Saving and First Aid Crew and was 
medical director for Civil Defense. He was a mem- 
ber and former director of the Chamber of Com- 
merce, the Kiwanis Club, and Danville Area De- 
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clinical training this summer in the field of the 
allergic diseases by the Allergy Foundation of Amer- 
ica. He will carry out this work under the direction 
of Dr. Oscar Swineford, Jr. 


International College of Surgeons. 

The Mid-Atlantic meeting of the College will be 
held at The Homestead, Hot Springs, on November 
16-18. The profession is cordially invited to attend. 


Wanted. 


One male psychiatrist, under 50 years, Diplomate 
or Board eligible, to direct privately operated out- 
patient clinic in Charleston, West Virginia. Salary: 
$20,000-$25,000 per annum. Write Box 625, care 
Virginia Medical Monthly, 4205 Dover Road, Rich- 
mond 21, Virginia. (Adv.) 


For Sale. 


Falls Church, one block from center of business 
district, ample parking with U-drive space and ex- 
tension possibilities on beautifully landscaped acre, 
large multi-level house suitable for office-home com- 
bination. Telephone owner for appointment after 
August Ist. JEfferson 2-2486, Falls Church, Vir- 
ginia. (Adv.) 


velopment Foundation. Dr. Kinser was a 32nd de- 
gree Scottish Rite Mason. He has been a member 
of The Medical Society of Virginia since 1941. 

Dr. Kinser is survived by his wife, a son and a 
daughter. 


Robert C. Duval, Jr., 


Richmond, Attorney for The Medical Society of 
Virginia, died July 3rd after an illness of several 
months. He was seventy-two years of age. Mr. 
Duval was the author of the Medical Practice Act 
of Virginia and the statutes that set up the present 
medical examiner system that is used in the State. 

Mr. Duval had served as attorney for the Society 
for many years. His knowledge of medical legisla- 
tion made him particularly invaluable. He was never 
too busy to answer questions and advise the execu- 
tive office and members in many ways. Mr. Duval 
had many friends among the members of the Society 
and he will be hard to replace. 


VirGINIA MepiIcaL MontTHLY 


| 
it 
2 
| 
| — 


LY 


ew wide-use form 


of the outstanding 


anticholinergic-antispasmodic 


PRO-BANTHINE 


TABLETS 


(HALF STRENGTH) 


Pro-Banthine (Half Strength) has been especially designed for your pre- 
scribing convenience. 

This new form provides flexibility of dosage from low levels of one 
tablet t.id. for patients with minimal distress, to one or two tablets 
every 2 or 3 hours for those with more pronounced symptoms. 

Primary indications are gastrointestinal spasm, bladder spasm, main- 
tenance therapy of peptic ulcer and “irritable bowel” syndrome. The 
lower dosage also has a field of usefulness in smooth muscle spasm of 
children and geriatric patients. 


when your prescription reads— 
FX Pro-Banthine Tablets (Half Strength) 
—the pharmacist will dispense this new size (7% mg.) 


PRO-BANTHINE (brand of propantheline bromide) 


Pro-Banthine tablets (15 mg.) 
Dosage forms: Pro-Banthine tablets (Half Strength) (7/2 mg.) 
Pro-Banthine ampuls (30 mg.) 


G. D. Searle & Co., Chicago 80, Ill. Research in the Service of Medicine. 
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ST. LUKE'S HOSPITAL 


McGUIRE CLINIC 


1000 West Grace Street 
Richmond, Virginia 


General Medicine General Surgery Obstetrics 
HUNTER H. McGUIRE, M.D. WE N w. HUGHES EVANS. M.D. 
MARGARET NOLTING, M.D. JOHN H REED MD. W. H. Cox 
M.D. JOHN ROBERT MASSIE, JR., M.D. 
} JOSEPH W. COXE III, M.D. Bronchoscopy 
ROBERT W. BEDINGER, M.D. Dental Surgery GEORGE AUSTIN WELCHONS, M.D. 


Orthepedic Surgery JOHN BELL WILLIAMS, D.D.S. 


JAMES T. TUCKER, M.D. Urology JESSE N. CLORE, JR., M.D. 
BEVERLEY B. CLARY, M.D. STUART J. EISENBERG, M.D. 
EARNEST B. CARPENTER, M.D. CHAS. M. NELSON 

JAMES B. DALTON, JR., M.D. AUSTIN I. DODSON, MR. M.D. Pathology 


J. H. SCHERER, M.D. 
Nesrelesy JOHN L. THORNTON, M.D. 
RAYMOND A. ADAMS, M.D. HUBERT T. DOUGAN, M.D. 
Treasurer: RICHARD J. JONES, BS., C.P.A. een oie 


WEN, JR., M.D 
WILLIAM B. MONCURE, M.D. 
Free Parking for Patrons BEVERLY JONES, M.D. 


———" Third Decade of Nursing 


MRS. PLYLER’S 
NURSING HOME 


KATE E. PLYLER (1876-1947) MARY INGRAM CLARK (1884-1955) 
A private nursing home dedicated to the care of chronic, convalescent and aged . 


MRS. GENE CLARK REGIRER, Administrator 
1615 Grove Avenue, Richmond, Virginia, Telephone EL 9-3221 
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The State Board of Medical 
Examiners of Virginia 


The next meeting of the Virginia Board of 
Medical Examiners will be held at the Rich- 
mond Hotel, Richmond, Virginia, December 1, 
1959. The examinations will be held at the 
Hotel, December 2-4, inclusive. All applications 
and other documents pertaining to the examina- 
tions or to matters to be discussed by the Board 
must be on file in the Secretary’s office on or be- 
fore November 10, 1959. The Secretary of the 
Board is Dr. K. D. Graves, 631 First Street, 
S. W., Roanoke, Virginia. 


MEDICINE IN VIRGINIA 
17th, 18th and 19th Centuries 


Reduced Price to Members of 
The Medical Society cf Virginia 


3 Volumes for $5.75 


Order Through 


THE MEDICAL SOCIETY OF VIRGINIA 
P.O. Box 5085 Richmond 20, Va. 


JOHNSTON-WILLIS 
HOSPITAL 


RICHMOND, VIRGINIA 


A MODERN GENERAL HOSPITAL 
PRIVATELY MANAGED 
SITUATED IN THE QUIET OF THE 
WEST END RESIDENTIAL SECTION 


’ 24 hours daily care in a specifically built 
52 Bed Nursing Home. Registered, grad- 
uate nurse, and Res. M.C.V. Extern super- 
vision. Trained Dietitian and orderly. 


Write or Phone 


LY 


Vo_uME 86, Aucust, 1959 


© “Understanding Care” @ 


> Skilled Nursing Care for Your Elderly and Chronic Patients 


AGED * CHRONICALLY ILL * INVALIDS * CONVALESCENTS 


—_ Each Guest Under Care of His Own Doctor. invited 


TELEPHONE 
MI 3-2777 


@ Kidde ATMO Fire Detection System Equippede 


* 


Private and Semi-Private Rooms with 
baths. Rates from $55 to $75 weekly 
for Bed, Board and General Nursing. 
9 minutes from any Local Hospital. 


Benard Masion, Adm. TERRACE HILL NURSING HOME “Richmond 32, 
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RIVERSIDE CONVALESCENT HOME 


Sophia & Fauquier Sts. Fredericksburg, Virginia 


For convalescemt, aged, 
chronically ill, and retired 
persons. Provides healthful 
rest, excellent nursing care 
in cheerful, comfortable sur- 
roundings. Air-conditioned, 
fire-safe building. Accom- 
modations for eighty-four. 
Medical Supervision. Inspec- 
tion Invited. Write, or tele- 
phone Essex 3-3434. 


Rates: 


$40.00 to $75.00 per week 


: . . REX BLANKINSHIP, M.D., Medical Director 
ploying modern diagnostic and treat- ee 
JOHN R. SAUNDERS, M.D., Assistant 


ment procedures—electro shock, in- Medical Director 

sulin, psychotherapy, occupational THOMAS F. COATES, Associete 

and recreational therapy—for nervous eee 


‘ ELIZABETH B. PARSONS, Clinical 
and mental disorders and problems of Psychologist 


addiction. R. H. CRYTZER, Administrator 


Brochure of Literature and Views Sent On Request - P. O. Box 1514 - Phone EL 9-5701 
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Gill Memorial Eye, Ear and Throat Hospital, Tne. 


Roanoke, Virginia 


STAFF 


Dr. Elbyrne G. Gill 
Dr. Houston L. Bell 
Dr. Ronald B. Harris 
Dr. Derwin K. Harmon 


RESIDENT STAFF 


Dr. J. R. Van Arsdall 
Dr. C. B. Foster 

Dr. D. H. Williams 
Dr. Scott W. Little 


Jean Swartz, M.S. 
(Biochemist) 


Bobbie Boyd Lubker, M.A. 
(Speech Therapist) 


A Modern Fireproof Hospital, Specially Designed 
and Equipped for the Medical and Surgical Care of 
Ophthalmology, Otolaryngology, Facio-Maxillary 
Surgery, Rhinoplastic Surgery, Bronchoscopy and 
Esophagoscopy. 


Complete Laboratory and X-Ray Equipment. 

Physicians and Graduate Nurses in Constant 
Attendance. 

The Hospital offers a three year residency in Ophthalmology and a three year residency in Otolaryngology to 
a graduate of an approved medical school, who has an internship of at least one year in an approved school. 
| For further information, address: 


BUSINESS MANAGER, BOX 1789, ROANOKE, VIRGINIA 


RICHMOND EYE HOSPITAL 
RICHMOND EAR, NOSE AND THROAT HOSPITAL 


(COMBINED) 
RICHMOND, VIRGINIA 


A new non-profit Community Hospital 
specially constructed for the treatment of 
Eye, Ear, Nose and Throat Diseases, includ- 
ing Laryngeal Surgery, Bronchoscopy and 
Plastic Surgery of the Nose. 


Professional care offered a limited num- 
ber of charity patients. 


ADDRESS: 


JULIA WAGNER WATERS, R.N., Administrator 408 North 12th Street 
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Affords Sympathetic Atmosphere, 
Encouraging Personal Attention, 
Specially Trained Staff 


It is generally believed that alcoholism is self- 
imposed. Often in general hospitals the alcoholic 
patient is not considered to be “‘legitimately”’ sick, 
which results in the wrong psychological and 
emotional atmosphere that aggravates the condi- 
tion. This is why more and more doctors with 
alcoholic cases where hospitalization is essential 
are utilizing the facilities at White Cross Hospital, 
devoted to the treatment of alcoholics exclusively. 
Here a sympathetic, comfortable and pleasant 
atmosphere—so essential to rehabilitation—is 
assured. The White Cross staff, trained in the 
special problems of the inebriate, is adequate 
to assure prompt attention at all hours. The White 


Adequate Hospitalization 
for Treatment of Alcoholics 


Doctors find the modern facilities and specialized care 
available at White Cross Hospital meet a vital need. 


Salem, Va. Hospital 
Approved and licensed by the Virginia State Hospital Board, Member Ameri- 


Cross Hospital is under the direction of a’ compe- 
tent licensed physician, with five consulting physi- 
cians subject to call. Registered nurses and techni- 
cians are in charge 24 hours daily. 


Safe, Effective White Cross Treatment 
A private hospital offering scientific, institutional, 
medical, psychological, reflex, reduction and other 
methods for the rehabilitation of consent patients 
suffering from alcoholism. With the consent of the 
doctor and patient, the regular White Cross pro- 
cedure is followed. At your request, your patient 
remains entirely under your supervision. You may 
come and go in White Cross Hospital at will, and 
will find the staff completely cooperative. Your 
recommendations will be followed to the letter. 

All equipment modern with facilities to take 
care of 50 patients both male and female. 


can Hospital Association. Located atop beautiful Mt. Regis, in the quiet serene 


mountains of Virginia—concucive to rest, comfort and rehabilitation. 


For information phone or write for booklet 
Rates Reasonable 


WHITE €ROSS HOSPITAL 


Five miles west of Roanoke on route No. 11 
Salem, Virginia—Phone Salem 4761 


Copyright 1955 H.N. Alford, Atlanta, Ge. 
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Daniel D. Chiles, M.D. 
Clinical Director 

James K. Morrow, M.D. 

Clara K. Dickinson, M.D. 


Clinical Psychology: 


Thomas C. Camp, Ph.D. 
Artie L. Sturgeon, Ph.D. 


Bluefield Mental Health Center 


525 Bland St., Bluefield, W. Va. 
David M. Wayne, M.D. 


SAINT ALBANS 
PSYCHIATRIC HOSPITAL 
Radford, Virginia 


STAFF 
James P. King, M.D., Director 


AFFILIATED CLINICS 


William D. Keck, M.D. 

J. William Giesen, M.D. 
Internist (Consultant) 

Edward W. Gamble, Ill, M.D. 


Don Phillips 
Administrator 


Beckley Mental Health Center 


207% McCreery St., Beckley, W. Va. 
W. E. Wilkinson, M.D. 


Medicine: 

MAnrrep CALL, III, M.D. 

M. Morris Pinckney, M.D. 

ALEXANDER G. Brown, III, M.D. 

Joun D. Catt, M.D. 

WynpHaM B. Banton, Jr., M.D. 

FraNK M. Branton, M.D. 

Joun W. PoweLL, M.D. 
Obstetrics and Gynecology: 

Wa. Durwoop Succs, M.D. 

Spotswoop Rosins, M.D. 

Davin C. Forrest, M.D. 
Orthopedics: 

Bevertey B. Crary, M.D. 

James B. Datton, Jr., M.D. 
Pediatrics: 

P. Mancum, M.D. 

Epwarp G. Davis, Jr., M.D. 


Ophthalmology, Otolaryngology: 
W. L. Mason, M.D. 
Anesthesiology: 


Wittram B. Moncure, M.D. 
| HetH Owen, Jr., M.D. 


STUART CIRCLE HOSPITAL 


413-21 Sruart CIRCLE 
RICHMOND, VIRGINIA 


Surgery: 

A. STEPHENS GRAHAM, M.D. 

R. Rostns, Jr., M.D. 

CARRINGTON WILLIAMS, M.D. 

RicHarp A. MicHaux, M.D. 

CARRINGTON WILLIAMS, Jr., M.D. 

ARMISTEAD M. WILLIAMs, M.D. 
Urological Surgery: 

FRANK Po te, M.D. 
Oral Surgery: 

Guy R. Harrison, D.D.S. 
Plastic Surgery: 

Hunter S. Jackson, M.D. 
Roentgenology and Radiology: 

Frep M. Hopnces, M.D. 

L. O. Sneap, M.D. 

Hunter B. Friscukorn, Jr., M.D. 

WittraM C. Barr, M.D. 
Pathology: 

James B. Roserts, M.D. 
Physiotherapy: 

Miss ETHELEEN DALTON 
Director: 

Cuar.es C. Houcu 
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ST. ELIZABETH’S HOSPITAL 


RICHMOND 20, VIRGINIA 


ESTABLISHED 1912 


Austin I. Dopson, M.D. Guy W. Horsey, M.D. 
Urology General Surgery and Gynecology 
Austin I. Dopson, Jr., M.D. 
Urology James T. GiaAnoutis, M.D. 
J. Eowarp Hu, MD. General Surgery and Gynecology 
Urology 


Douctas G. CHapMAN, M.D. 
Internal Medicine 


S. Ropertson, M.D. 
Internal Medicine 


T. E. STANLEY, M.D. ~ 
Internal Medicine 


For the care of surgical, gynecological, urological and medical cases. 


Epwarp L. Harris, Administrator 


TUCKER HOSPITAL Inc. 


212 West Franklin Street 


Richmond, Virginia 


A private hospital for diagnosis and treatment of psychiatric and neuro- 
logical patients. Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic problems.) 


Dr. HOWARD R. MASTERS Dr. JAMES ASA SHIELD DR. WEIR M. TUCKER 
Dr. GEORGE S. FULTZ, JR. DR. AMELIA G. WOOD Dr. ROBERT K. WILLIAMS 
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EsTaBLisHeD 1916 


® Asheville, North Carolina 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, 
drug and alcohol habituation. 


Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete 
laboratory facilities including electroencephalography and X-ray. 


Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around 
climate for health and comfort. There are ample facilities for clasification of patients, rooms single or en suite. 
Wma. Ray GrirFin, Jr., M.D. Mark A. GrirFIN, Sr., M.D. 

Ropert A. GriFFIN, JR., M.D. Mark A. GrirFin, Jr., M.D. 


For rates and further information write APPALACHIAN HALL, Asuevitte, N. C. 


If she needs nutritional support... she deserves 


Vitamin-Mineral Supplement Lederie 


CAPSULES—14 VITAMINS—11 MINERALS 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY z=) 
Pearl River, New York 


$1 
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DIARRHEA 


TRADEMARK 


MALIN 


New RASPBERRY FLAVOR 


and pink color make POMALIN pleasant to 
take and appealing to both children and adults. 


Curbs excessive peristalsis 
Adsorbs toxins and gases 
Soothes inflamed mucosa 
FORMULA: Provides intestinal antisepsis 


Each 15 cc. (tablespoon) contains: 
Sulfaguanidine 
Pectin 

Opium tincture DOSAGE: 


(equivalent to 2 cc. paregoric) ADULTS: Initially 1 or 2 tabl eats 
four to six times daily, or 1 or 2 teaspoons 
SUPPLIED: after each loose bowel movement; 
Bottles of 16 fl. oz. reduce dosage as diarrhea subsides. 


Exempt Narcotic. 
Only. 


CHILDREN: 12 teaspoon (=2.5 cc.) per 
15 Ib. of body weight every four hours day 


on P ip 
and night until stools are reduced to five 
ee ig daily, then every eight hours for three days. 
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in its completeness 


equivalent to 


one USP Digitalis Unit 


| 

Physiologically Standardized | 
therefore always 

dependable. | 


Clinical samples sent to 
physicians upon request. 


Davies, Rose & Co., Ltd. 
Boston, 18, Mass, 
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Always in 
Good Taste! 


Highest 
rower 


A 


Generations of 
skill in the art 
of whisky making 
are reflected 

in the good taste 
of Johnnie Walker 
Scotch. Why not 
try some soon? 


BORN 1820 
... still going strong 


,/OHNNIE |JALKER 


SCOTCH WHISKY 


e 
a | 
eS 
a4 ‘a ba 
| Digitalis |i ] 34 | 
Each pill is | 
4 
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If he needs nutritional support . 


he deserves 


Vitamin -Mineral Supplement Lederie 


CAPSULES—14 VITAMINS—11 MINERALS 


LEDERLE LABORATORIES, a Division of 
AMERICAN CYANAMID COMPANY, Pearl River, New York 


Every Virginia Doctor Should 
a very superior brandy:.. : Have These Books! 


specify 


in very special eases 


The history of medicine in the Old Common- 
* wealth from Jamestown to the beginning of the 
present century is a work every doctor should be 


HENNESS a s proud to own. Complete and intensely interesting. 


COGNAC BRANDY Medicine In Vir 


84 Proof | Schieffelin &Co., New York By Wynpuam B. BLANTON, M.D. 
: Published under Auspices of 
Medical Society of Virginia 


Reduced price to members of the 
Medical Society of Virginia 


3 Volumes for $5.00 
(formerly $9.75) 


Order through 


Medical Society of Virginia 
1105 West Franklin Street 
Richmond, Virginia 
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Improvement is marked in virtually 9 out of 10 ver- 
tiginous patients on antivert.' Combines the two 
most effective therapies for equilibrium disorders. 
Each antivert tablet contains: 
Meclizine (12.5 mg.)—the most effective anti- 
histaminic to control vestibular dysfunction.’ 
Nicotinic acid (50 mg.)—the drug of choice for 
prompt vasodilation.':? 
Prescribe antivert for relief of Meniere’s syn- 
drome, arteriosclerotic vertigo, labyrinthitis, and 
streptomycin toxicity. Also effective in recurrent 
headache, including migraine. 
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Dosage: One tablet before each meal. 


Supplied: In bottles of 100 blue-and-white scored tab- 
lets. Prescription only. 


References: 1. Menger, H. C.: Clin. Med. 4:313 (March) 1957. 
2. Charles, C. M.: Geriatrics 2:110 (March) 1956. 3. Shuster, B. H.: 
M. Clin. North America 40:1787 (Nov.) 1956. 4. Dolowitz, 0. A.: Rocky 
Mountain M. J. 55:53 (Oct.) 1958 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World's Well-Being 


| 
|| 
i 
ANTIVERT AT WORK 
if 
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the diet is faulty, 
the appetite poor, 
or the loss of food 


is excessive 


through vomiting 
or diarrhea— 


Valentine’s 
MEAT EXTRACT 


Sone 


Pa as 


stimulates the appetite, 
increases the flow of 
digestive juices, 
provides: supplementary 
amounts of vitamins, mi 
and soluble proteins, 
extra-dietary vitamin B,, 
protective quantities of 
—/>, potassium, in a palatable and 
readily assimilated form. 
Debilirating 
troint 
gastrointestina 


Supplied in bottles of 2 or 6 fluidounces. 


Dosace is 1 teaspoonful two or three times 
daily; two or three times this amount for 
dSotassium therapy. 


VALENTINE Company, Inc. 


RICHMOND 21, VIRGINIA 


HERE IS A 


1A)... 


An excellent homesite at beautiful Delray 
Beach, Kill Devil Hills, N. C. . . . for more 
vacation fun along the Atlantic coast. 

Choose now from superior beach sites . . . 
only 600 feet from the surf, fully restricted 
and located within the city limits of Kill Devil 
Hills. 


City 


Detray Beach 
Kill Devi! Hilts 


Take your vacation ‘’at home’’ at Delray 
Beach . . . for the finest leisure living on the 
coast. 

Prices Begin At Only 
$895.00 
Average Lot Size 75’x150’. Also Available: 
Choice Lots Facing Old and New U.S. #158. 
PRESENT FACILITIES 

Fully Restricted 

All Lots On Paved Streets 

Easy Terms . . . Two Years To Pay 

Full Ocean Privileges 5 

Located Within City Limits of Kill Devil Hills, 

Which Has Post Office and Shopping Center, 

Police and Fire Protection and Full Municipal 

Services 

Write or Phone 


DELRAY BEACH 
W. R. DEATON, Owner-Developer 


2204 West Market Street 
Greensboro, N. C 


Box 2 
; Kill Devil Hills, N. C. 
Phone BR 2-4663 


Phone 2121 


Delray Beach 
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Just one 10 mg. Daricon tablet in the morning, and one at night before retiring, keeps 
your patient free from the pain and discomfort caused by gastrointestinal spasm, hyper- 
motility, and hypersecretion. 


Daricon is a remarkably potent and well tolerated antisecretory/antimotility agent. Its 
naturally prolonged action provides day and night relief of pain and symptoms associated 
with peptic ulcer, functional bowel syndrome, biliary tract dysfunctions, and other gastroin- 
testinal disorders characterized by spasm, hypermotility, and hypersecretion. 


* 
DARICON 
CASES RESPOND 


oxyphencyclimine hydrochloride 

Pfizer) Science for the world’s well-being References: 1. Finkelstein, M., et al.: J. Pharmacol. 
& Exper. Therap. 125:330 (April) 1959. 2. McHardy, 
G., et al.: Postgrad. Med., in press. 3. Winkelstein, A.: 


Pfizer Laboratories Amer. 5. po 4. 

et al.: Presented at Fall J eeting, mer. Soc. armacol, 
Division, Chas. Pfizer & Co., Inc. & Exper. Therap., 1958. 5. Leming, B.: Clin. Med. 
Brooklyn 6, New York 6:423 (March) 1959. *Trademark 
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new... highly effective tranquilizey, 
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Ze, . for extended office practice use 


NEW PHENOTHIAZINE COMPOUND FOR THE LOWER AND MIDDLE RANGE OF DISORDERS 


| Positive, rapid calming effect and modera: 
Striking freeden’ from orgamicdoxicity, intolerance, 
itivity reaetion—particularly at dosage. Greater 
‘rom induged depression or drug habituation. May 
‘ul, as with other tranquilizers, ta potentiate action of anal 
datives, narcotics. Facilitates Management of 
obstetri¢, and other hospitalized: patients. Indicated 
more than-a mild sedative e%eet is desired ...and less than psy- 
chosis is involved. Dosage ratige: In mild to moderite 

rom 36 to 100 mg. daily, In to Severe cases; from 
500 mg. daily. 

LEDERLE LABORATORIES, a Division of AMERICAN 

CYANAMID COMPANY, Pearl River, New York Charts) 


eS 


} 
Methoxypromazine Maleate LEDERLE 
vie 


when pollen allergens 
sox», attack the nose... 


: Triaminic provides more effective therapy in 
“+ respiratory allergies because it combines two 
* antihistamines”* with a decongestant. 


These antihistamines block the effect of histamine on the nasal 
* and paranasal capillaries, preventing dilation and exudation.* 
- «© This is not enough; by the time the physician is called on to 
* provide relief, histamine damage is usually present and should 
be counteracted. 


The decongestive action of orally active phenylpropanolamine 
Pe eee helps contract the engorged capillaries, reducing congestion 
and bringing prompt relief from nasal stuffiness, rhinorrhea, 
sneezing and sinusitis... 


TRIAMINIC is orally administered, systemically distributed and 
reaches all respiratory membranes, avoiding nose drop addic- 
tion and rebound congestion.®.* TRIAMINIC can be prescribed 
for prompt relief in summer allergies, including hay fever. 


References: 1. Sheldon, J. M.: Postgrad. Med. 14:465 (Dec.) 1953. 2. Hubbard, T. F. 
and Berger, A. J.: Annals Allergy p. 350 (May-June) 1950. 3. Kline, B. S.: J. Allergy 
19:19 (Jan.) 1948. 4. Goodman, L. S. and Gilman, A.: Pharmacol. Basis Ther., Macmil- 
lan, New York, 1956, p. 532. 5. Fabricant, N. D.: E.E.N.T. Monthly 37:460 (July) 
1958. 6. Lhotka, F. M.: Illinois M.J. 112:259 (Dec.) 1957. 7. Farmer, D. F.: Clin. 
Med. 5:1183 (Sept.) 1958. . 


Triaminic 


TRIAMINIC provides around-the- Also available: TRIAMINIC SYRUP for those 
clock freedom from hay fever and 


other allergic respiratory symp- patients of all ages who prefer a liquid 
toms with just one tablet q. 6-8 h. medication. Each 5 ml. teaspoonful is 
equivalent to 4 Triaminic Tablet or 
Triaminic Juvelet. TRIAMINIC JUVELETS 

Each TRIAMINIC timed-release tablet provides: provide half the dosage of the Triaminic 
Phenylpropanclamine mE. Tablet with the same timed-release action 


Pheniramine 25 mg, 
Pyrilamine maleate 25 mg. for prompt and prolonged relief. 


Sp running noses &, &. and open stuffed noses qxally 


SMITH-DORSEY ° a division of The Wander Company « Lincoln, Nebraska « Peterborough, Canada 


Vircinta MepicaL MontHLY 


: 
AG 
| 
; 
. 
: 
. 
i . 
ef e . 
e° 4 


For every topical indication, 
a Burroughs Wellcome ‘SPORIN’... 


inflammatory effect 
of hydrocortisone with 
the comprehensive 


brand OINTMENT bactericidal action 
of the antibiotics. 


O1nTMENT: Tubes of % oz. and 4 oz. (with applicator tip) for ophthalmic or 
dermatologic application. 

Oric Drops: Bottles of 5 cc. with sterile dropper. 


Provides comprehensive ® 
bactericidal action 

effective against virtually 
all bacteria likely 


to be found topically. brand ANTIBIOTIC OINTMENT 


OINTMENT: Tubes of 4 and 1 oz. and tubes of % oz. with ophthalmic tip. 
OPHTHALMIC SOLUTION: Bottles of 10 cc. with sterile dropper. 

NEW Lotion: Plastic squeeze bottles of 20 cc. 
Powper: Shaker-top bottles of 10 Gm. 


¥ @ Offers combined anti- 
biotic action for treating 
tible organisms amenable 


brand ANTIBIOTIC OINTMENT to local medication. 


OINTMENT: Tubes of 4 oz., 1 oz. and % oz. (ophthalmic tip). 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. Y. 
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@ Combines the anti- 


CHOICE OF THE MEDICAL 
SOCIETY OF VIRGINIA 
FOR PROFESSIONAL 
LIABILITY INSURANCE 


Virginia Head Office 
721 American Building 
Richmond 4, Virginia 
Phone Mi 3-0340 


they deserve 


GEVR 


Vitamin- Mineral Suppiement Lederle 


CAPSULES—14 VITAMINS—11 MINERALS 
AMERICAN CYANAMID. COMPANY, Past River, New York 


VIRGINIA MEDICAL MONTHLY 


an your complete insurance needs . 
J &, ¢ P E R 0 L r 
my 4 | a 
— THERE 1S A SAINT PAUL AGENT IN YOUR | 
COMMUNI AS CLOSE AS YOUR PHONE 
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case profile no. 2758* 


A middle-aged man had intermittent 
low back pain attributed to injuries re- 
ceived in an automobile accident three 
years ago. The pain radiated down both 
legs, making the patient walk bent over. 
He also had difficulty in getting out of 
bed and had to pull his knees up and 
roll out. Any heavy lifting precipitated 
a new attack, and he tired easily. 

Findings on x-ray of the thoracic 
and lumbar spine were negative. All 
other laboratory studies were within 
normal limits. A herniated disc, though 
still a possibility, was temporarily ruled 
out by the neurologic examination. Pre- 
vious treatment consisted of analgesics, 
steroids (without success), and nar- 
cotics during severe attacks. 

On a dosage of Trancopal, 100 mg. 
t.i.d., this patient is able to walk around 
almost normally and carry on his regu- 
lar activities as long as he does not 
overdo. He has received Trancopal for 
over seven months with excellent relief 
of symptoms. There have been no side 
effects. 


*Clinical Reports on file at the Department of 
Medical Research, Winthrop Laboratories. 
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case profile no. 3347* 


A 35-year-old housewife had a history 
of severe dysmenorrhea and premen- 
strual tension. Menarche occurred at the 
age of 14. She is a gravida 2, para 1. Her 
menstrual cycle is fairly regular, and 
previous medical history indicates no 
apparent abnormalities. Findings on 
pelvic examination were negative. Severe 
tension and irritability routinely oc- 
curred from two to seven days before 
and during menstruation. Cramping was 
experienced for all three days of the men- 
strual period. Analgesic preparations 
provided limited symptomatic relief. 

Trancopal, 200 mg. t.i.d., was 
prescribed for dysmenorrhea. It not 
only has relieved the severe cramping, 
but has provided a welcome relief 
from the irritability accompanying it. 
Because of these excellent results, Tran- 
copal also was prescribed for her tense- 
ness during the premenstrual period 
with a most gratifying response. 

This patient has successfully re- 
mained on the above regimen for over 
six months without adverse effects. 


Turn Page for Complete Listing of Indications and Dosage 
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“VTHE FIRST TRUE TRANQUILAXANT 


potent muscle relaxant 


effective tranquilizer 


# In musculoskeletal disorders, effective in 91% of patients.! 
# In anxiety and tension states, effective in 88% of patients. ! 


= Low incidence of side effects (2.3% of patients). Blood 
pressure, pulse rate, respiration and digestive processes 
unaffected by therapeutic dosage. No effects on 
hematopoietic system or liver and kidney function. 

a No gastric irritation. Can be taken before meals. 


# No clouding of consciousness, no euphoria or depression. 


Indications: 

Musculoskeletal : Psychogenic: 
Low back pain (lumbago, etc.) | Anxiety and tension states 
Neck pain (torticollis, etc.) Dysmenorrhea 

Bursitis Premenstrual tension 
Rheumatoid arthritis Asthma 

Osteoarthritis Angina pectoris 

Disc syndrome Alcoholism 

Fibrositis 

Ankle sprain, tennis elbow, etc. 

Myositis 


Postoperative muscle spasm 


Dosage: Adults, 100 or 200 mg. orally three 
or four times daily. Relief of symptoms occurs in fifteen 
to thirty minutes and lasts from four to six hours. 


1. Collective Study, Department of Medical Research, Winthrop Laboratories. 


(|, LABORATORIES 


New York 18, New York 


Trancopa! (brand of chiormezanone) and Caplets, trademarks reg. U.S Pat. Off. Printed in U.S.A. 6-59 (1385M) 


A 


general use... 
in general practice 


fast, effective and long-lasting relief from... 


BURNS -— sunburn, cooking, ironing 


PAIN — hemorrhoids and inoperable anorectal 
conditions, cuts and abrasions, cracked nipples 


ITCHING — insect bites, poison ivy, pruritus 


The water-soluble, nonstaining base melts 
on contact with the tissue, releasing the Xylocaine 
for immediate anesthetic action. It does not 

interfere with the healing processes. 


, Astra Pharmaceutical Products, Inc., 
Worcester 6, Mass., U.S.A. 


LOCAIN 


(brand of lidocaine*) 


OINTMENT 2.5% & 5% 


U.S. PAT, NO. 2,441,498 MADE IN U.S.A. 


For the 


Marvin Pierce Rucker, M.D. Discriminating 


His Selected Writings Eye Physician 


Depend on the Services of a 
Guild Optician 


Here, under one cover, are the pen 
profiles and floral eponyms which have 
become the hallmark of this beloved 
physician. 


be a welcome addition to any library— 
the perfect gift for that special occa- 


in 
sion. | Lynchburg, Virginia 


| 
Beautifully bound, this volume will |} 
| 


Order your copies at $7.50 each from 
the Johnston-Willis Hospitality Shop, A. G. JEFFERSON 


Richmond, Virginia. Ground Floor Allied Arts Bidg. 


Exclusively Optical 
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Dimetane works in 
all symptoms of allergic 
rhinitis; and in urticaria, 
atopic and contact 
dermatitis. The summary 
conclusion of extensive 
Clinical studies to date: 
Dimetane provides 
unexcelied antihistaminic 
potency with minimal 
side effects. 

Forms available: Oral: 
Extentabs® (12 mg.), 
Tablets (4 mé.), 

Elixir (2 mg./5 cc.). 
Parenteral: Dimetane-Ten 
Injectable (10 mé¢./cc.) 
or Dimetane -100 
Injectable (100 mg./cc.). 
A. H. Robins Go., Inc., 
Richmond 20, Virginia 
Ethical Pharmaceuticals 
of Merit Since 1878. 


Wdylam 
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Physicians Simply Cannot Afford 


Not to Enroll in these Insurance Plans 


Sometimes the physician neglects his own affairs while giving time and energy 


Approved by The Medical Society of Virginia 


to the welfare of others. Undoubtedly that is a principal reason why some mem- 
bers of The Medical Society of Virginia have not availed themselves of the ex- 
traordinary advantages offered in the personal insurance programs which were 
recently approved by their own organization. Many members of the Society have 
taken advantage of the two low-cost group programs and both plans are in ef- 
fect right now. You simply cannot afford to miss this opportunity for your own 
protection. Outstanding features of the two separate and distinct group plans 


include the following: 


PLAN NUMBER ONE 


Provides coverage for you, your wife and 
dependent, unmarried children between the 
age of fourteen days and twenty-three years. 
Protection up to $10,000 within three years 
of accident or sickness is provided. The 
same amount is provided for any sickness 
for which payment has been made that 
occurs after an interval of twelve months. 


The plan pays 100% room and board and 
100% of the necessary charges for hospital 
care and treatment. It pays 75% of special 
nurse expense in the hospital. You have 
a choice of three deductible amounts to keep 
your premiums within the range you pre- 
fer and premiums remain level and do not 
increase with age. 


PLAN NUMBER TWO 
Pays direct to you the covered expense of 
maintaining your practice should you be 
disabled. Such payments would begin with 
the fifteenth day of disability and continue 
for as long as one year. Even included are 
such expenses as employee salaries, rent, 
prorated laundry, contributions, fees, dues, 
accountant services, depreciation, etc. 


The premiums you pay under Plan No. 2 
are tax deductible. Both plans are under- 
written by American Casualty Company of 
Reading, Pennsylvania. Brochures have 
been mailed to all members of The Medical 
Society of Virginia. Please fill out your 
application and return it promptly. 
David A. Dyer, 
ADMINISTRATOR 
Medical Arts Building 
Roanoke, Virginia 
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greater antihypertensive effect...fewer side effects 


For complete information 
write Professional Services, 


Dept. H, Merck Sharp & Dohme, 
West Point, Pa. 


antihypertensive- 
| 
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HYDRODIURIL alone 


RESERPINE alone 


HYDROPRES 


much more effective 
than either of its 
components alone 


Effective by itself in a majority of patients. Provides smooth, more trouble-free 
management of hypertension. 
e@ Since HyproDIURIL and reserpine potentiate each other, the required dosage of 
each is lower when given together as HYDROPRES than when either is given alone. 
@ HYDROPRES provides the needed and valuable tranquilizing effect of reserpine. 
Lower dosage may reduce such side effects of reserpine as 
excessive sedation and depression. 
e Arrest’or reversal of organic changes of hypertension may occur. 
e Headache, dizziness, palpitations and tachycardia are usually promptly relieved. 
Anginal pain may be reduced in incidence and severity. 
e@ With HypRopres, dietary salt may be liberalized. 
Convenient, controlled dosage. 


HYDROPRES- 25 HYDROPRES- 50 


25 mg. HYORODIURIL, 0.125 mg. reserpine. 50 mg. HYORODIURIL, 0.125 mg. reserpine. 
One tablet one to four times a day. One tablet one or two times a day. 


If the patient Is receiving ganglion blocking drugs or hydralazine, 
their dosage must be cut in half when HYDROPRES Is added. 


Wo) MERCK SHARP & DOHME, oivision of merck & CO., INC., PHILADELPHIA 1, PA. 


ARE OF MERCK & CO., INC. 
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iS aS effective as the best avaliladle phenothiazine. but with appreciably. 
mons d with other pheno Nazines.... This drug appears to rep- 
a IT the sate nd affactive treatment of a. e ranae f 


a new advance in tranquilization: 
greater specificity of tranquilizing action results in fewer side effects 


— oes The presence of a thiomethyl radical (S-CH;) is unique in 
Mellaril and could be responsible for the relative absence of 
cH, —— cH, ) side effects and greater specificity of psychotherapeutic action. 
This is shown clinically by: 


CH, 


1 A specificity of action on certain brain sites in 
contrast to the more generalized or “diffuse” 
MELLARIL action of other phenothiazines. This is evidenced 
by a lack of appreciable anti-emetic effect. 
PSYCHIC RELAX 


OAMPEN| 4 
SYMPATHETI@@ inimal suppression of vomiting 


ittle effect on blood pressure  tranquilization | 
d temperature regulation tranquilization , 


2 Less “spill-over” action to other brain areas ~ 
hence, absence of undue sedation, drowsiness or 
autonomic nervous system disturbances. 


> 3 A notable absence of extrapyramidal stimulation. 


5 pening of blood pressure 
me o™perature reguiati 4 Lack of impairment of patient’s normal drive and energy. 


other 5 Virtual freedom from such toxic effects as 
a jaundice, photosensitivity, skin eruptions, 
blood forming disorders. 


INDICATION USUAL STARTING DOSE TOTAL DAILY DOSAGE RANGE 


ADULTS: Mental and Emotional Disturbances: 
MILD —where anxiety, apprehension and tension are present 10 mg. tid. 20-60 mg. | 
MODERATE—where agitation exists in psychoneuroses, alco- 25 mg. tid. 50-200 mg. 
holism, intractable pain, senility, etc. 

SEVERE — in agitated psychotic states as schizophrenia, manic 

depressive, toxic psychoses, etc.: 
Ambulatory 100 mg. t.i.d. 200-400 mg. 
Hospitalized 100 mg. tid. 200-800 mg. 


CHILDREN: BEHAVIOR PROBLEMS IN CHILDREN 10 mg. t.i.d. 20-40 mg. 


MELLARIL Tablets, 10 mg., 25 mg., 100 mg. 


*Ostfeld, A. M.: Scientific Exhibit, American Academy 
of General Practice, San Francisco, April 6-9, 1959 
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That wonderful moment when “you're on your own”. 


“Good for 


GOOD GOING! Now you've “got the hang 
of it”. .. now you know how to water-ski. 


And later on, it’s really great to relax with 
a good glass of cold beer. No other beverage 
hits the spot like beer—nothing is so reward- 


ing. And a glass of beer really picks you up too. 
Beer’s rich in wonderful, 
healthful things. Nature’s 

ate own choice barley malt, 
Beer Belongs—to the fun of living! 
atQs7, purest water. Good whole- 
> . some beer or ale perks you 


United States Brewers Foundation wp jon 


CHARTERED 1862 
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The Medical Department 
of The Purdue Frederick Company 
is proud to introduce to the medical profession 


ARTHROPAN 


BRAND OF CHOLINE SALICYLATE, PATENT PENDING LIQUID 


the newest antiarthritic, 
anti-inflammatory analgesic— 
- without the disturbing 
side effects of steroids, 
- without the dangers 
of blood dyscrasias, 
- without the limitations and 
discomforts of 
usual salicylate therapy. 


ARTHROPAN Liquid...“born of a therapeutic need”... The need was for a better antiarthritic agent — 


an agent free of the therapeutic limitations and the discomforting or potentially dangerous side effects 


associated with usual therapies... Under development for several years, ARTHROPAN has been studied 


in several thousand patients by more than 180 investigators and is currently being evaluated in many 


different disorders ...The rapid effectiveness, the comfortable and constant action, and the certain 


safety of new ARTHROPAN Liquid are established as clinical facts ... ARTHROPAN breaks through 


therapeutic barriers and offers the arthritic patient new vistas in successful therapy of arthritis. 


The Purdue Sraderick Compan DEDICATED TO PHYSICIAN AND PATIENT SINCE 1892 


NEW YORK 14,N.Y. | TORONTO 1, ONTARIO 
©Copyright 1959, The Purdue Frederick Company 
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.. X-tra value x-ray 


there’s no delay the G.E. way 


Dealing with General Electric is like 
owning your own complete warehouse 
of x-ray supplies. You get fast action 
on every order from any of 68 strate- 
gically located factory-operated offices, 

No need for “scatter-buying” from 
several different sources. Get every- 
thing you need by “shopping” the 
complete selection of products listed 
in the G-E X-Ray Supply and Acces- 
sory Catalog. 

For complete details contact your 
G-E X-Ray representative listed below. 


Progress Our Most Important Product 
GENERAL @ ELECTRIC 


DIRECT FACTORY BRANCHES 


BALTIMORE 
3012 Greenmount Ave. « HOpkins 7-5340 


NORFOLK 
218 Flatiron Bldg. * MAdison 5-0561 


RICHMOND 
3425 W. Leigh St. + ELgin 9-5059 


Lee Hit 


EXAMPLE: 


Continuous cash savings — with G-E 
SUPERMIX® film processing chemicals, 
today’s lowest-priced quality solutions. 
Convenience packaged, too, in tough, 
knock-about plastic containers—developer, 
fixer, refresher and fixer-neutralizer in 
graduated polyethylene bottles that mix a 
gallon. (And so lightweight they’re a joy 
to handle.) 


ROANOKE 

115 Albemarle St., S.E. DIlamond 3-6209 
WASHINGTON, D. C. 

8710 Georgia Ave., N.W. + JUniper 9-4355 
Silver Spring, Maryland 

RESIDENT REPRESENTATIVE 
LYNCHBURG 
M. C. TAYLOR, 2455 Rivermont Ave. » Phone 2-6776 
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topical “Meti” steroid relief in a pocket- uspenser 
the advantages of opical eroid therapy ata 
for poison ivy dermatiti er exacerbations of 
-16.6 mg. prednisolone. | 50 16.6 prednisolone 


What your Patients can Expect from 
PEOPLES DRUG STORES 


OPEN 
24 Hours a Day 


RICHMOND, VIRGINIA 
Boulevard and Broad Streets 
EL 9-2497 


Complete, up-to-date stock of the most mod- 
ern drugs, as well as all the older drugs now 
being prescribed. 


Only fresh, high-quality drugs are used in 
filling their prescriptions. 


Every prescription is checked, not once, but 
twice, to assure the utmost in accuracy and 
safety. 


They can rest assured that their prescription 
is filled exactly as the physician prescribes. 


They always pay a fair price for prescrip- 
tions at Peoples, because of the unique price 
schedule in use in all of our stores. Volume buying, 
plus this up-to-the-minute price schedule, often enable 
us to pass along substantial savings to your patients. 


DRUG STORES 
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Pertinent information for doctors about 


KENT’S SUPER-POROUS 
MICROPORE PAPER 


With the intensive publicity being given 
to porous cigarette paper in recent weeks, 
Kent believes that doctors would be in- 
terested in knowing the scientific facts 
about the paper used in today’s Kent 
cigarettes. 


Kent’s exclusive super- 
porous Micropore paper 
lets cool air in, lets heat 
escape through micro- 
scopic pores in the paper. 
The increased oxygen in 
the tobacco cylinder 
brings about more com- 
plete combustion of the 
tobaccos. As a result, a 
Kent smokers have been 
getting a cooler, cleaner, 
fresher taste in smoking. 


When the advantages 
of Kent’s Micropore paper 
are coupled to Kent’s 
other superiorities, it is 


CIGARETTES 


re PUTER 


easy to understand why 
more people, during the KING SI Ze 
past year,changed to Kent 


than to any other cigarette in America. 


Kent smokers also enjoy a free and 
easy draw, which brings through the rich 
taste of Kent’s costly blend of 100% 
natural tobaccos. In addition, Kent’s ex- 
clusive Micronite Filter has made a sig- 
nificant contribution in 
thearea of filtration: Kent 
has reduced tars and nico- 
tine to the lowest level 
among all leading brands. 


The American smoking 
public was quick to re- 
spond to Kent. They dis- 
covered—it makes good 
sense to smoke Kent, and 
good smoking, too. 


If you would like for your 
own use the booklet, ‘‘The 
Story of Kent,”’ write to: 
P. Lorillard Company 
Research Department 
200 East 42nd Street 
New York 17, N.Y. 


Micropore is a Trade Mark of 
P. Lorillard Co. 


© 1959, P. Lorillard Co. 


For the flavor you like KENT FILTERS BEST 


A Product of P. Lorillard Company—First with the finest cigarettes—through Lorillard Research! 
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The American Way 


relief from all is peace, prosperity, and goodwill to- 
cold symptoms ward our fellow man—to invest our 
time in educating and 


‘Lussagesic” a learning; and our money 


in good citizens and fine 
decongestant, institutions. 


non-narcotic antitussive, One of the finest institu- 
analgetic, expectorant tions of your State is Rich- 
Each timed-release tablet provides: mond Hotels I ncor porated, 
Triaminic® ..... 50 mg. one that maintains the highest modern 


(phenylp 1olamine HCL....25 mg. 
25 ae. hotel standards .. . one that combines 


la maleat A 
dextromethorphan t he hos pit ality and harm of the old 
HB 
and the convenience and comfort of 
APAP (N-acetyl-p-aminophenol) ............325 mg. the new 


Dosage: One Tussagesic tablet in the morning, 


mid-afternoon and evening, if needed. ceo 
Also, for patients who prefer liquid medication: 


TUSSAGESIC SUSPENSION. | Jobn Marshall William Byrd 


SMITH-DORSEY « Lincoln, Nebraska 


a division of The Wander Company King Carter Richmond 
Richmond Hotels Incorporated 


INDEX TO ADVERTISERS 


sndaiaai Richmond Eye Hospital—Richmond Ear, Nose and 
Ames Company, " 2 | Throat Hospital 
Appalachian Hal] ___.______ | Richmond Hotels Incorporated 
Astra Pharmaceutical Company 
Brayten Pharmaceutical Company 
Burroughs Wellcome Co 
Canada Dry 

Rucker, Marvin Pierce 

Saint Albans 
Davies, Rose & Company, Limited | 
Deaton, W. R 5 5 | Sandoz -- 
Dyer, David A wile BS Schieffelin 5 
Eli Lilly and Company 
Gill Memorial Eye, Ear and Throat Hospital, Inc Smith Kline & French Laboratories Back Cover 
Haskell & Co., Charles C 
Jefferson, A. G St. Elizabeth’s Hospital 
Johnston-Willis Hospital f St. Luke’s Hospital 
Jones and Vaughan St. Paul-Western Insurance Companies 

- State Board of Medical Examiners, The 

Lorillard Stuart Circle Hospital 
Medicine in Virginia 2 Terrace Hill Nursing Home 
Merck Sharp & Dohme 5, 34-35, 70-71 Tucker Hospital, Ine 
Neisler, Irwin 23 United States Brewers 
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Complete 
Printing and Binding Service 


Commercial, Book and Job Work, Catalogues—Publications 
Advertising Literature, Booklets—Broadsides 
Office and Factory Forms 
Loose-Leaf and Manifold Forms—Ledger Leaves and Loose-Leaf Binders 
Paper Ruling 
Complete Binding Equipment 


Complete Service Under One Roof 


Acquaint us with your requirements. We serve you efficiently and economically. 


Dial MI 3-1881 


WILLIAMS PRINTING CO. 


11-1315 North Fourteenth Street 


RICHMOND, VIRGINIA 


If they need nutritiona “Suppor .. they deserve 


GEVRAL 


CAPSULES—14 VITAMINS—11 MINERALS 


Each capsule contains: 
500 U.S.P. Units 
Vitamin Biz with AUTRINIC® 
Intrinsic Factor Concentrate . . 1/15 U.S.P. Oral Unit 


Thiamine Mononitrate(B:). .......- 5 mg. 

6 6 6 e's 15 mg 

0.5 mg. 

Ca Pantothenate 5 mg. 

Choline Bitartrate 

Ascorbic Acid (C) 50 mg. 

Vitamin E (as tocopheryl acetates). .... . 10 1.U. 

I-Lysine Monohydrochioride ........ 25 mg. 

: Ferrous Fumarate. ©... 30 mg. 
Calcium (as CaH#PQ,) .. ees 157 mg. 
Phosphorus (as CaHPQ,). 122 mg. 
Boron (as 0.1 mg. 
f Copper (as CuO) P 1 mg. 
Fluorine (as CaF 2) 
5 Manganese (as ... 1 mg. 
Magnesium (as MgO)... eee 1 mg. 
Batavia) LEDERLE LABORATORIES, a Division of AMERICAN 


CYANAMID COMPANY, Pearl River, New York 
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“the G-I tract 
is the 
barometer 
of the mind...” 


Belbarb 

soothes the agitated mind 
and calms the G-I spasm 
through the central effect 
of phenobarbital and the 
synergistic action of 
fixed proportions 

of natural belladonna 
alkaloids on the 
gastrointestinal tract. 


B. 


SEDATIVE ANTISPASMODIC 


20 years of clinical satisfaction 


Belbarb No. 1; Belbarb No. 2; Belbarb Elixir; Belbarb-B; Belbarb Trisules 


CHARLES Bsn COM PANY, Richmond, Virginia 
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PREMICRONIZED FOR 
OPTIMAL 
EFFICACY 


Automatically measured-dose 
aerosol medications. 
Nonbreakable...Shatterproof 
Spillproof...Leakproof 


Isoproterenol sulfate, 2.0 mg. per cc., suspended 

° ® in inert, nontoxic aerosol vehicle. Contains no 

Med 5 ha | er= | SO alcohol. Each measured dose contains 0.06 mg. 

isoproterenol. 

“ Epinephrine bitartrate, 7.0 mg. per cc., sus- 

4 pended in inert, nontoxic aerosol vehicle. Con- 

Med I haler- E Pl tains no alcohol. Each measured dose contains 
0.15 mg. epinephrine. 


NOTABLY WELL TOLERATED AND EFFECTIVE FOR CHILDREN, aaa ; , 
Northridge, Calif. 


N ’ 2 
Nothing 
Ing. iS: 7 


“This should 
lift your spirits 
and make you 


feel better.” 


The menopausal patient in need of psychic support... the post- 
partum patient suffering the ‘‘baby blues” . . . the convalescent 
patient worried about her future health . . . these and many other 


patients will often benefit from the antidepressant, mood-lifting 
effect of 


D lL Tablets + Elixir 
e x am y Spansule" brand of sustained release capsules 


brand of dextro amphetamine plus amobarbital 


When the depressed patient is particularly listless and lethargic, she 
will often benefit from the gentle stimulating effect of 


Dexedrine* Tablets + Elixir - Spansule" capsules 


brand of dextro amphetamine 


Smith Kline & French Laboratories 
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